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Original Articles also primary and secondary. These actions of 

the rays must be studied and differentiated 

in order to appreciate the value of radio- 

THE EFFICIENT DOSAGE IN DEEP therapy. In this brief paper we can not do 


ROENTGEN THERAPY. 


Rotiin H. Stevens, M.D., 
DETROIT, MICH, © 


The Editorial in the Journal of Feb. 1920 
concerning dosage in x-ray therapy prompts 
me to write this paper. 

There is no question that too conservative 
treatment of malignancy can only result in 
failure. We can unhesitatingly state also that 
such treatment not only results in failure, but 
does more—stimulates the growth’ to greater 
activity in many cases. We can also agree in 
part with the Editor that moderate x-ray burns 
of the skin following treatment of malignancy 
should not give much concern. However, this 
latter statement is a pretty radical one that 
should not be handed out indiscriminately to 
the average inexperienced x-ray operator. X- 
ray burns are often serious matters and make 
the patient worse off than does the cancer, and 
secondary cancer oftimes develops in burns. A 
burn involving a moderate area of skin could 
be cut away if necessary, if in an area situated 
favorably for such operation, and not too ex- 
tensive. 


There is a vast difference in the action of 
x-ray or radium on the various types of 
malignant growths. The same is true with any 
kind of treatment now known. The more high- 
ly differentiated the type of cell from which 
the growth develops the less responsive it is 
to treatment. In these cases even the dose 
that seriously burns surrounding normal tissue 
may not succeed in destroying the malignant 
growth, and the pain resulting from such treat- 
ment may be most excruciating and last for 
months. Such areas should be promptly re- 
moved preferably after electro-coagulation. Re- 
lief from pain is then immediate. 

The results of x-ray and radium therapy 
are both local and constitutional. They are 


more than call attention to a few of the more. 
important features of these radioactions. ) 

Local Action: The local action of either 
radium or x-ray in efficient cancer therapy 
dosage is to profoundly affect all the cells, the 
normal cells in the neighborhood as well as 
those comprising the growth, or those made 
more or less sick by the toxins of the malig- 
nant cells. There is primarily more or less 
intracellular and intercellular oedema. The 
blood vessels and lymph spaces are dilated. 
There is perivascular round cell infiltration. 
Macroscopically, there may be a slight erythema 
for the first few hours. This varies greatly in 
different cases. Sometimes in heavy dosage 
this erythema persists, a true dermatitis ap- 
pearing in two to five days. The whole tissue 
becomes more or less swollen. This swelling 
may be accompanied by temporary increase of 
pain due to pressure, or the pain may be re- 
lieved. 

Secondarily, after a few days, the diseased 
cells baloon more and more; the protoplasm 
breaks down; the nuclei are separated, and 
absorption of the cell takes place. The normal 
cells go through a process similar to an ordinary 
dermatitis. Parkeratosis takes place and the 
cell is cast off as a squame. The blood vessels 
and lymph spaces become much contracted and 
fibrosis follows in a few weeks. Macroscopical- 
ly in this secondary action of the heavier dosage 
the skin assumes a reddish brown color, be- 
comes rough and scaly. The skin may remain 
pigmented a long time, but usually assumes a 
more normal condition in about four to six 
weeks. ‘The degree of pigmentation, of course, 
depends upon the type of skin—whether fair or 
brunette. 

We have seen infections develop in the treat- 
ed areas of the skin during the primary re- 
action. The skin is undoubtedly more sensi- 
tive to infection at this time. 

Constitutional Action: The breaking down 
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and absorption of the cancer cell—with its 
causative germ, if there be one, and the evi- 
dence is strong for this, no doubt, makes some 
changes in the blood, the real nature of which 
we do not now understand. Every normal cell 
has its secretion which plays a role in the gen- 
eral health of the individual. When this cell 
is modified, but not destroyed as is the cancer 
cell by x-ray therapy, there are then, no doubt, 
changed secretions which still further modify 
the chemistry of the blood. Crane, about ten 
years ago, showed how the x-ray therapy of 
acne modified the opsonic index just as do in- 
jections of bacterial vaccines. 

We have shown how deep x-ray therapy of 
cancer causes immediate marked diminution of 
leucocytes, particularly the lympheytes, and 
their recovery does not take place for about 
two weeks. The curve of their fall and rise 
resembles that of the opsonic index. 

Probably as a result of these primary changes 
in the blood we often have constitutional symp- 
toms of mild or severe character. The patient 
sometimes begins to feel badly during the ex- 
posure to the rays. There may be simple 
anorexia or nausea and vomiting. These 
symptoms may last only an hour or so or per- 
sist for two or rarely for three weeks. The 
muscles often feel sore, bruised and achey for 
a few days after the treatment. There may 
be headache. Some patients say they feel all 
right so long as they lie down, but they become 
nauseated. the moment they get up. Pain 
which had -been present before the treatment 
may be increased or diminished, usually the 
latter. 

Secondary: In about fourteen days the 
leucocytes have fully recovered. There is now 
usually a slight or marked increase in the 
lymphocytes. If pain was increased primarily 
by the treatment, it usually subsides in a few 
hours or days. The patient usually feels much 
better generally after seven to fourteen days. 
We believe the changes noted in the blood and 
in the general clinical condition of the patient 
two weeks after treatment indicate an attempt 
on the part of the organism to develop im- 
munity against cancer. This immunity is 
usually of a more or less temporary nature it 
is true, but nevertheless an immunity. Cancer 
may not be wholly local in the beginning as we 
are taught, but a systemic disease and the 
growth itself but a local manifestation. 
Growths have been treated in one portion of 
the body and other growths untreated in the 
same individual have at the same time improved 
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thus suggesting an immunizing action of the 
ray. 

Therefore, in treating cancer we must ever 
bear in mind the local and constitutional ac- 
tions of the ray, the primary and secondary 
action and the effects of light and full doses 
of x-ray and radium, which latter I have not 
differentiated in this paper. I am very cer- 
tain many patients have been killed by the x- 
ray in large doses, particularly where heavy 
doses have been given over the stomach for 
cancer of that organ. We must therefore use 
much judgment, which can only come with 
experience in dosing cancer with x-ray or 
radium. Some cases, I have no doubt, should 
receive many times the erythema dose in limited 
areas, ands this be followed by operation to re- 
move the area thus destroyed, otherwise the 
local irritation and pain suffered may seriously 
undermine the patent’s resistance and the 
growth redevelop and spread with great rapid- 
ity, in spite of further treatment. 


In the treatment of breast cancer we believe 
the best interests of the patient are conserved 
by careful and thorough deep therapy of the 
growth, and the afferent and efferent lymphatic 
system over a period of several weeks, several 
series being given two to three weeks apart, 
before operation is done. And then the opera- 
tion should be |:mited almost wholly to the 
orginal growth, leaving the slightly affected 
axillary glanduler system to the x-ray treat- 
ment. Perhaps nodules of the size of an al- 
mond or larger might better be removed. The 
secondaries of cancer generally respond to x-ray 
and radium much more readily than do the 
primaries. Swelling of the arm from obstruc- 
tion of the lymphatic circulation is common on 
the operated side after amputation of the breast 
because of too radical an operation. In one of 
these cases where recurrence took place after 
operation and subsided under x-ray treatment, 
the arm remained much swollen and very pain- 
ful, and was finally only relieved by amputa- 
tion at the shoulder. 


The skin absorbs the greater amount of x- 
ray given in therapy of deep tumors and the 
underlying tissues a comparatively small pro- 
portion. Drs. E. Beck and Paul Eisner have 
shown that and they report remarkable results 
from the combined operation and x-ray treat- 
ment of large so called inoperable carcinomatous 
areas by this method. However, great care 
must be observed even here, both because of 
local and constitutional] effects. 


Intoxication from absorption of broken down 
proteid matter following x-ray treatment has 
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often been noted as described above, and some- 


times it is fatal. Dr. E. Beck in conversation 
with me recently, reported such a case treated 
in a western hospital. In this case the circu- 
lation of three or four ribs in the x-ray field 
was so much interfered with that large portions 
of the ribs died and dropped out through the 
area denuded of skin by operation, and the pa- 
tient died of the x-ray intoxication. So we may 
do serious damage to important underlying 
structures by too heavy x-ray doses causing 
endarteritis of important vessels, especially in 
the region of the trunk. 


Some x-ray operators in advocating pre-oper- 
ative x-ray treatment of cancer have advised the 
giving of one series of deep x-ray, crossfiring 
treatments, and operation soon after—even the 
day after. They argue that if the cancer cells 
receive a “lethal dose” of the x-ray, one does 
not need to wait for their absorption before 
operating. The cells will die no matter where 
they are carried. 


The objections to this practice are many. 
One series of x-ray has never in my experience 
been sufficient for a “lethal dose” to all cancer 
cells of a deep seated growth like cancer of the 
breast. We do not know what a “lethal dose” 
for all the cells at varying depths is. The 
lethal dose of cells is not the only consideration 
of x-ray therapy. For several days after x-ray 
treatment the tissues in and about the growth 
are more or less oedematous. The blood ves- 
sels are primarily dilated and the circulation 
more or less stagnated. Thus the tissues bleed 
much, they are much more susceptible to in- 
fection and will not heal well. Surgeons who 
have operated on cases thus early after x-ray 
treatment have told me they much preferred not 
to have x-ray treatment before operation. The 
lymphocytes are much diminished and during 
this t-me the general resistance of the patient 
consequently is much reduced. In our opinion 
the operation might infinitely better be done 
without x-ray treatment than be done earlier 
than two weeks after treatment. 


After two weeks the skin has passed through 
the primary irritation and is in better condi- 
tion for healing, the lymphocytes have recover- 
ed and the patient’s resistance thereby improv- 
ed. The blood vessels and lymph spaces are 
veginning to contract and fibrosis to develop. 
Consequently there is perhaps less haemorrhage 
than normal. If three or more series of x-ray 
‘reatments are given three weeks apart and the 
‘peration done three weeks after the series, 
‘his latter advantage is quite marked, and sur- 
ceons have frequently remarked upon the 
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slight amount of haemorrhage in such cases. 
Adhesions of the tumor to the muscles beneath 
have also been noted to be less than expected 
in cases so treated. 

X-ray and radium are perhaps the best agents 
we have today for the treatment of cancer, but 
they are not and probably never will be found 
to be specific for all types of malignancy. 

The nearer the cell approaches the highest 
differentiated type the less sensitive it is to the 
action of the rays, the squamous—celled growth, 
accordingly, being most resistent. Growths of 
this type and others not responding to x-ray 
or radium should be destroyed by electro-ther- 
mic (diathermic) coagulation according to the 
method of Wm. Clark of Philadelphia, using 
nearly an ampere of d’Arsonval current (bi- 
polar) with the patient thoroughly anasthetized. 
The growth is first blocked by inserting the 
needle connected to one pole of the d’Arsonval 
current into the tissues all about it, a few sec- 
onds in each place, till the tissues are cooked, 
and then throughout the growth itself until 
the whole is cooked. It is then curetted or cut 
away. The resulting wound heals kindly 
leaving a smooth scar. Recurrences are not 
frequent in the neighborhood, at least within 
several months or years. Squamous-celled 
growths, however, metastasize early and x-ray 
treatment should be intelligently carried out 
for some time to the afferent and efferent 
lymphatic systems. 

In conclusion, the successful use of x-rays or 
radium in cancer depends upon the following: 

1. A maximum dosage that is safe for the 
life of the overlying and adjacent normal skin 
and the underlying important structures, but 
destructive to the less resistant malignant cell. 
This dose is difficult to determine. It varies 
with the type of individual treated, and the 
type, location, extent and depth of the growth. 
This dose is given through a series of several 
ports in such a manner that the deeper parts 
are crossfired by the ray. This is called a 
“series dose.” 

2. The series-dose must be divided and given 
in intervals of twenty-four hours or more till 
complete, in order to avoid too severe intoxica- 
tion from proteid absorption. 


3. The series-dose must not be repeated 
unt'l] the sk’n and the blood have recovered 
from the effects of the previous series, i.e., two 
to four weeks for x-ray, four to six weeks for 
radium. 

4. Operation should not be done after x-ray 
or radium therapy until the local sound tissues 
and the blood have had a chance to recover 
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from the primary action of the rays, i.e., two to 
four weeks. 

5. Several series of x-ray treatments prev- 
ious to operation, and extending over several 
weeks are better in the average case than one 
series of treatments. Contrary to the usual 
teaching I am long since convinced that there 
is no occasion for a hasty operation in the 
average case of cancer. 

Time spent in x-ray or radium treatment 
before operation is not time lost, but may mean 
the saving of a life in comparative comfort for 
a much greater period than if the operation 
were done first. 

6. Electro-coagulation, where it can be em- 
ployed, in operation often prevents recurrence 
for many months or years. We believe it 
should be used much more frequently in opera- 
tions on cancer. 

%. Post operative treatment, of course, should 
be kept up for several months. 

8. Where thorough pre- and post-operative 
radiotherapy in cancer is made use of a much 
more conservative operation may be done, en- 
trusting the neighboring lymphatics to the 
radiotherapy. 





HETHOPHORIA AND HETEROTROPIA.* 


WiLL WALTER, 
CHICAGO, (EVANSTON) ILL. ° 


I do not know that I bring you any special 
message on ocular balance—rather imbalance— 
in response to the kind invitation of your pro- 
gram committee. The subject is a complicat- 
ed one, and many viewpoints are necessary. 
Often men in discussion, are expressing the 
same views in varying terms. 

Some different—perhaps original—concep- 
tions of basic principles have been evolved which 
may be of interest to view. Our discussion 
will therefore be very general and is based up- 
on what may be called a phycho-physiologic 
view point. 

NORMAL BALANCE of the globes under 
control of the extra ocular muscles is desirable 
for several reasons. 

First: For binocular single vision—when pos- 
sible. This presupposes the functioning of both 
eyes for better seeing and is present only when 
sufficient vision exists in a fellow eye to help 
by fusion of its image with the fixing eye. If 
the visual axes are parallel, binocular vision is 
better than monacular even though one eye car- 
ries a much lower acuity. In this case the poor 





*Paper read before the Michigan State Medical So- 


ciety, May, 1919. 
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seeing—or as we shall call it, the trailing eye— 
gives steadiness by periferal stimuli when cen- 
tral vision is low, and probably always by motor 
impulses, the quickened mental aptitude which 
goes with the use of two symetrical anatomic 
body elements over one alone. This is easy 
of verification in daily tests. 


We have come to believe that even with equal 
and normal vision in both eyes, one eye is fix- 
ing whilst the other is steadying and aiding 
by adjuvant impulses of retinal and motor 
stimuli. In right handed subjects it is usually 
the right eye which fixes and the left which 
trails, whilst in the left handed the left eye 
leads and the right does the reenforcing. As- 
suming equal vision in both eyes, there are few 
exceptions to this. You are of course familiar 
with the hole in the card test but I would be 
pleased to have you test it in your own cases 
as a matter of interest, if you have not tried 
it, and find whether you are right eyed if right 
handed or left eyed if left handed. 


A study of ocular rotations in normals gives 
evidence that this is of some importance. It 
will be found by the tropometer that there is 
more power of adversion in the left eyes of right 
handed subjects and more in the right eyes of 
left handed subjects. If right handed subjects 
are habitually right eyed, fixing as they do with 
the right eye in the primary position, and look- 
ing straight ahead—which they also do—causes 
the left eye to be adverted to fix upon the same 
object; and the more so the wider the P. D. 
and the nearer the object is viewed. 


Coincident with this, I have observed that 
there is a tilting outward of the vertical meri- 
dian of the trailing eye. This seems to me 
is the explanation of the frequent finding of 
a “plus declination” of the left eye which 
Stevens has thought to be due to the greater 
development of the left hem‘sphere in right 
handed subjects. I have come to regard an out- 
ward tilt of the trailing eye, and greater adver- 
sion, as a normal finding; and I am influenced 
in my choice of muscles for operating by this 
factor. Our habit of gaze is below the hori- 
zon and toward the median line, and the sum- 
mation of this training leads to the tilting. 
Our rotations as you know approximate 35 
degrees upward and 50 degrees downward, 45 
to 50 degrees outward but 50 to 55 degrees 
inward. 

The second reason for ocular parallelism 1s 
comfort. Parallelism may exist under stress 
with perfect binocular vision but with discom- 
fort. This may be manifest to consc:ousness or 
it may not. When it is not, its efforts are otf 
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the most subtle type. There may be as you 
know any degree or phoria or tropia in subjects 
without complaints, but the effects nevertheless 
lie deeply upon the central nervous system and 
are evidenced in more or less remote muscle 
tensions or relaxations and attitudes of body 
and mind. ‘They show in head poses which are 
marked in the hyperphorias, or in facial—es- 
pecially frontal—lines and grimaces most noted 
in hyper-eso-or hyper-exophorias ; or in the deep 
vertical forehead lines and in the stooping pos- 
ture and half bent knee of esophoria and in 
the esotropia subject when vision is fairly equal 
in both eyes. 


In a paper before the Ophth. Section of the 
A. M. A. in 1916 I linked up the ocular move- 
ments with the automatic or so-called vegetative 
nervous system. To this we shall refer later. 
What I wish to call your attention to now is 
that this system is automatic, is independent of 
our wills and is in general acted upon in all of 
its ramifications by similar stimuli. This 
nervous system, as you know, presides over all 
of our fundamental functions, circulation, res- 
piration, the cardiac rhythm, gastro enteric per- 
istalsis, the ductless glands; and extends in gen- 
eral where control by volition would be hazard- 
ous, slow and impossible. 

There is either normal tonus when everything 
is in balance or overtonus resulting in exces- 
sive contractures, broncho spasm, acceleration 
of pulse during respiration, and it is every- 
where relaxed by atropin; or there is undertonus 
which is stimulated by pilocarpin or on oc- 
casion by adrenalin or by strychnin. We link 
accomodation and convergence into this sys- 
tem and make overtonus or over stimulation 
on one element lead to overtonus on the other. 


A study of this tells us several things but 
one which seems to have missed attention, viz., 
that an hyperopia and an associated conver- 
gence excess or an esophoria, or an esotropia 
must, by laws governing the correlation of 
elements of this nervous system, react upon its 
other elements. This offers another, perhaps 
less complicated, explanation of the associated 
sosture, the bent knee, the closed countenance, 
‘he enteroptoses so often found in these cases; 
and percontra, a low accomodation and con- 
vergence stimulus, with exophoria or exotropia, 


ead to the reverse of this—the open counten- 


‘nee, the erect posture and all that. 


The most uncomfortable subject of all is 
“1e myope with esophoria or the hyperope with 
‘xophoria, for he is in perpetual neural dis- 
‘ord: two sides of the automatic nervous sys- 
‘-m always in conflict. 
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The third reason for parallelism is for ap- 
pearance, and this applies to the phorias in 
minor measure. 


DISCUSSION, 


I would have you think of the influence of 
the actions and reactions over this fundamental 
mechanism. It goes on independent of our 
volition. 


We may will to look in any direction or 
even to converge our eyes, and we know that 
the frontal lobes have this control over the 
direction of our gaze. But this volitional con- 
trol occupies a secondary pathway, when an 
alarming sound, an ominous odor or a surface 
irritation—an automatically acting stimulus— 
takes the pathway. Otherwise there would be 
no existence for us, because volition is too slow 
for defense. This is not speculative, it is 
demonstrable. For if the frontal lobes are re- 
moved or disconnected there is a reversion to 
the infantile ocular movements—inability to 
fix the gaze—but there is no lack of parallelism. 
The binocular functions are disturbed ; but only 
temporarily, since definite movements will fol- 
low when the gaze falls upon food or when 
sound or some other stimulus attracts. Move- 
ment is then purposeful. 


Independent Influence of the Autonomic 
System.—The vegetative system is not in- 
fallible and may go wrong, and hence persistent 
undertonus or overtonus may exist independent 
of errors of refraction, and such a condition, 
either as a disorder of automatic function or 
as an atavism, would explain exophorias in 
some cases. This may begin early in life, as 
convergence insufficiency from lack of tonus, 
and go over to divergence excess or even to 
exotropia. 

This seems a reasonable hypothesis in the 
etiology of exophoria or exotropia. If this is 
so, hope is offered through the study of the 
stimulation of tonus over the automatic nervous 
mechanism. 


APPLICATION. 


But you ask, has this discussion any bearing 
upon our real problem—that of correcting these 
imbalances? It seems to me to have most 
elemental infiuence. 


Child study experts tell us that the real 
formative period is before the fifth year of life 
Action stimuli sink deeply into the delicate 
nervous structures, and the eye covers a large 
area in this field. Hyperopia and convergence 
stimulation or myopia with the lack of it are 
bad; anisometropia is worse. No one can esti- 
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inate the evil influence of these elements in the 
formative period of life. 

If this reflex organization is out of tune, the 
whole structure suffers and we have added 
reasons for setting them in order as early in 
life as possible. 

I have made the statement that anisometropes 
should be born “with glasses on” to aid in the 
early correlation of the eyes. The earliest we 
can correct is not early enough. If one eye is 
poor in vision or out of action, it will not fix, 
suppression of vision will be the way out, and 
the then effect is divergence or convergence or 
some combined deviation. This deviation is 
always in the line of the dominant pull—a 
physical anatomic effect in these cases—and the 
long train of contractures or stretchings is in 
action, 

Hysterical effects are never manifest in im- 
balance, they are always disorders of associated 
movements. They are in the high level of con- 
trol, whilst imbalance lies always in the mid or 
lower levels. 

Hyperopia and ciliary over development, es- 
ophoria and esotropia, represent the positive 
side of this mechanism. They are akin to com- 
pensatory cardiac action. The negative side 
of the mechanism is underdevelopment or dys- 
trophy, exophoria or exotropia, negative or 
underconvergence or divergence excess. These 
are akin to loss of cardiac compensation. 

One may see the need of correcting errors of 
refraction before the period of training of co- 
ordination is passed. They are generally well 
established by the sixth year of life. By this 
means there is a chance to forestall the over- 
growth or undergrowth which, once developed, 
tends to perpetuate itself under habit impulses. 
The end-result of relative over-stimulation or 
understimulation over the ciliary are during 
the development period, will be a phoria so long 
as fusion can carry the load. It will be a 
tropia when it cannot. 

Thus I have made the claim that exophoria 
and extropia are due always to lack or relative 
lack of convergence. Exophoria 
convergence—actual or relative. 

[ would call your attention to the fact that 
there can exist, logically, no power of diverg- 
ence, or of sursumvergence. That nothing but 
diplopia could follow such a primary act. 
Divergence would have no physiologic value. 
Therefore when the eve of a subject diverges 
e ther under cover or in the open it is due to 
relaxation on the positive side. It is not a 
primary divergence act. Certain of the exo- 
tropias are atavisms. No development of con- 
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vergence. No fusion. The are which influences 
this segment of the automatic system is from 
the ciliary muscle back to the coordinating 
centers thence to the convergence. It may over 
act as in H or under act as in M. It may be 
relaxed by atropin—or by such a drug as adelin, 
on the automatic centers, as I have observed. 
It may be stimulated by pilocarpin types. But 
the early training of this reflex system is the 
most fundamental factor in prevention. 

How about the practical application of these 
observations to the case in hand? 

As the first step we must dismiss from our 
minds all thought of the primary influence of 
the will over the phorias and tropias. This is 
the first step. Muscle balance is dependent up- 
on the reflex automatic functions first and up- 
on the dominance of pull secondly—the latter 
depending upon abnormal elements of insertions 
of tendon and all that. 

Our second slep is to determine what is a 
normal balance. I have gone into this else- 
where and shall not take your time. My con- 
clusion is that an exophoria of 2 degrees may 
be fairly considered normal in adults. That 
under puberty it runs slightly to the Es side. 
That this is not in harmony with others I am 
aware ; but it is my finding. 

The change is normal balance which takes — 
place after puberty is parallel with other 
changes in the automatic nervous mechanism. 

Another interesting thing happens later in 
life i. e. toward fifty years of age and beyond ; 
and then we have to look carefully to the near 
balance. With the progressive loss of accom- 
modative power comes a disturbance of the cor- 
related convergence and we may find confusion 
for a time. Perhaps an Eso.—perhaps an ex- 
ophoria for near. New habits must be formed 
over this mechanism. 


This is a strong point for the early and 
gradual correction of presbyopia as against the 
delayed and the big jump method. Early cor- 
rection furn’shes a training of the changed 
relations. 


I believe the profession has come to accept 
as exophoria of 3 or 4 degrees for near as nor- 
mal, but with advancing years and the applica- 
tion of lenses for presbyopia comes an increas- 
ing exophoria for near due to lack of ciliary arc 
stimulus. This may atta‘n a pathologic degree, 
an increase by the Walton test—which is the one 
I now emplov—up to 8 or 10 or even 15 de- 
grees is not unusual. 

We often have complaints by these patients 
of discomfort with their near lenses and are 
apt to find this exophoria for near. Its relief 





JUNE, 1920 





is not easy since the stronger the near correc- 
tion the less the stimulus to convergence and 
the greater the exophoria, and incidentally the 
discomfort. 


The third step is to realize that imbalance 
is not due to a muscle but to a coordinated 
group of muscles. Convergence is a positive 
function. On the convergence side are three 
muscles all supplied by the same nerve. Con- 
vergence is never due to the action of. the 
internus alone. It is impossible to conceive of 
any ocular movement being brought about by 
a single muscle. Maddox has given us the best 
table for creation of the binocular eye. It is 
based upon the coordinated groups, the creation 
and the directing of the binocular eye. 


The fourth step is to realize that the symp- 
toms of ocular imbalance—the phorias especial- 
ly—are influenced by fatigue elements. I be- 
lieve it was in 1895 that we presented a paper 
on “asthenopia as a fatigue neurosis” and com- 
pared it to “writers cramp” and other fatigue 
neuroses. Like them it is divisible into spastic 
and neuralgic types. The evidence offered is 
that it is the central coordination which fatigues 
and not the muscle since the latter may be used 
for other acts and other rotations without dis- 
tress. 


Another point is that prisms wrongly placed 
or exercises wrongly done will often relieve dis- 
tress temporarily. This is due to the rest af- 
forded the coordination by the change. There- 
fore the bodily state as to endurance, autoin- 
toxication, hygiene, ventilation and all such 
measures, have direct influence upon ocular 
comfort in imbalance ; but especially the amount 
of use, 1. e. the abuse of the eyes, for fine work. 


The neat step is to realize why prisms re- 
lieve, and why the relief is but temporary; 
never leading to cure—only to palliation. I 
have discussed this in detail in previous papers 
and I have already taken too much time. 


CONCLUSIONS. 


The non-operative way to correct hetero- 
phoria and heterotropia (and it will help just 
in proportion to how early it is begun) is over 
the ciliary are reflex loupe upon which we have 
been dwelling so much. That is to say, in the 
cso types we may reduce the ciliary stimulus to 
convergence by plus lenses giving full correc- 
tion of distance error. Then, if needed, the 
adding of plus lenses for near as suggested by 
Linn Emerson or by creating continuous arti- 
‘iclal myopia by the constant wear of over cor- 
rection with plus lenses for near and far as. I 
have advocated. 
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The way to increase the convergence side, is 
by the positive stimulus afforded by minus 
lenses, loading the accommodation, creating 
artificial hyperopia, sending in afferent impul- 
ses to stimulate the coordination. Prisms will 
do none of this because they are not acting on 
this reflex arc. 

The operative way to correct, failing in the 
non-operative, is over the dominant muscles 
of the groups, and the muscles of election in 
my practice are the internus and the externus 
for lateral deviations. One should be governed 
by tropometric measurements in this. The. 
superior rectus is elected for correction of tilt- 
ing and for hyperphorias. 

There is not time for details on this, nor 
for the application of the anatomic elements. 

We have endeavored to deal with principles ; 
and principles, well understoood, make thereapy 
a matter of detail. 

We cannot go far wrong if we are right in 
fundamentals. 

I apologize for not being more concise. 

There is much to be said and much work to 
be done. We must take all view points. We 
must study all of the elements. Be like the 
spider in our attack and go on all of our legs! 
We can’t go far on one. 





DEFERENTIAL DIAGNOSES IN ANO- 


RECTAL DISEASE.* 
E. G. Martin, M.D., 


Associate Proctologist, Harper Hospital. 
DETROIT, MICH. 


The medical profession is distressingly un- 
familiar with proctology, and there might be 
some hesitancy about saying so were it not so 
freely and candidly admitted. However, the 
charge is made only as an argument or plea for 
better examinations and more considerate treat- 
ment. 

Why is it necessary for a patient to be treated 
a year or more for piles, with salves or sup- 
positories—because he has rectal hemorrhages ? 
Should it be necessary for a man to be treated 
for piles with salves and suppositories, simply 
because he itches? When a patient has sharp 
excrutiating anal pain—must he necessarily 
have piles? Perhaps the fellow that bled had 
a polyp or fissure, or cancer; was it reasonable 
to treat him for piles? If a patient has a fistu- 
la or prutitis ani wouldn’t it be unreasonable 
to treat him with salves for a year, telling him 
that he probably had p'les. Is it reasonable to 


*Read before the Wayne County Medical Society, 
March 15, 1920. 
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treat a patient for anything at all without an 
examination? The point that the writer is at- 
tempting to make undoubtedly is clear—that 
without examination gross error is made by the 
physician, and tremendous injustice done to 
those who have reposed confidence in him. With 
even unskilled examination—at least fifty per 
cent. less error would result, and with a reason- 
ably skilled examination—that is, one made by 
a physician who has read proctology with mild 
interest—twenty-five per cent more errors will 
be eliminated. The remaining twenty-five per 
cent. will then have been recognized as requir- 
ing more expert consideration. 


In past years little interest was taken from 
the teaching or clinical standpoint in proctology 
and all so-called rectal trouble was distasteful 
and called piles, either “itching,” or just piles— 
they could be improved, but rarely cured. 
Operation was not advised because “they might 


-bleed to death,” or “die of poisoning.” 


It is believed that the fear of cancer—and the 
development of local anaesthesia has done much 
to promote the study and science of entero-proc- 
tology. Within the last few years—special 
treaties on proctology have been written—x-ray 
and fleuroscopic assistance made available bet- 
ter methods of examination, and more compre- 
hensive methods of diagnosis have been devised. 
The breadth and scope of this field having been 
recognized by the American Medical Associa- 
tion, in designating a special section (dealing 
with the entire gastro-intestinal tract) called, 
“Gastro-Enterology and Proctology.” Mention 
is. made of the more recent development and 
recognition of this branch of surgery and medi- 
cine—that the value of more thorough examina- 
tions may be appreciated. 


It has seemed desirable to more clearly por- 
tray the differential points of diagnosis in ano- 
rectal disease, to present the patient and his 
symptoms as condensed case records, omitting 
unessential detail; the examination is outlined 
and the differential points of diagnosis are 
noted and discussed as they have risen in each 
examination. Reference is made to the sug- 
gested treatment with no attempt to describe 
the technic of operation. Owing to the number 
of differing pathologic conditions existant in 
ano-rectal disease—some of the more common 
conditions only, are presented as case records— 
mention being made of common symptoms, and 
the possibilities of error in diagnosis. 


Case F., a married woman of thirty-one, com- 
plains of pain and bleeding, covering a period of 
about four weeks, being particularly severe dur- 
ing and immediately following defecation. She 
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had been constipated for years, requiring an al- 
most daily cathartic. In the examination she was 
placed in the lateral Sims position, exposure be- 
ing made by retraction with a hand on each 
buttox. Inspection disclosed the skin around the 
anus and between the nates to be normal. There 
was a history of mild itching only when the pain 
was absent; since normal skin was adjacent to 
the anus, puritis ani can be excluded; on very 
careful inspection of not only the skin, but ex- 
posed anal mucous membrane, there were no 
openings or. suspicious healed spots that sug- 
gested the external opening of a fistula—suspicion 
of the presence of fistula was not warranted by 
the symptoms, though its presence is always a 
possibility. The history of fistula should include 
the mention of an earlier abscess with healing 
and subsequent opening. By asking the patient 
to “bear down” or strain, as if at stool, a further 
exposure of the anal canal is obtained assisting 
by retraction with the fingers. In this case a 
small tag of inflamed tissue is discovered at the 
anal margin in the anterior commissure—a “sen- 
tinel pile,” and beyond this pile is an infected 
area or anal ulcer—commonly called fissure. 
Further investigation at this time, such as digital 
examination was postponed, until local anaes- 
thesia was instituted, owing to its extreme pain- 
fulness in the presence of fissure. Subsequently, 
a small polyp was discovered above the fissure. 
Operation under local anaesthesia is indicated, 
and may be done as an office routine. The 
prognosis is good for immediate relief of pain, 
and recovery in a few days. Anal ulcer is most 
often found in the posterior anal commissure. 


Case I. A. presents a man fifty-two years 
old, who walked into the office in a very pains- 
taking manner, sitting down carefully on the 
edge of a chair. His complaint was of pain in 
the rectum and back, which had grown progress- 
ively worse for four days; he described an even 
greater distress when his bowels moved. His 
history was negative for previous rectal trouble, 
and other than gonorrhea six years previously 
which had persisted for eight months, he gave no 
venereal history. There had been no recent blad- 
der trouble until this attack, since which there 
was difficulty in starting urination. He stated 
that he had consulted three doctors—one of whom 
prescribed ointment to be applied inside the anus 
—-the other, hot sitz baths, and the third, after 
making a digital examination, referred him to the 
writer. Examination of the anal region disclosed 
no abnormality; there was a suspicion of ano- 
rectal abscess, but no tenderness nor induration 
was found; there were no hemorrhoids. A 
prostalic involvement was possible. His temper- 
ature registered—100.6—pulse 100. Digital exam- 
ination with the patient in lateral Sims’ position— 
disclosed a normal prostate with no tenderness; 
there was a rounded smooth swelling posteriorly 
just inside the rectum—the anus and anal canal 
being normal. The diagnosis was an intra-mural 
abscess of the posterior rectal wall. 


The indication was for local anaesthesia or gas 
and oxygen, with the opening of the abscess 
from inside the rectum, through the rectal wall, 
finishing with a partial incision of the sphincter 


.and drainage. This accomplished a recovery in 
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about ten days. Three days were spent in the 
hospital. ‘ 


Case P. A. introduces a business man forty- 
seven years old. He complains of itching and 
moisture around the anus, with irritation well 
up toward the scrotum. There is a history of 
syphilis, with treatment continuing at this time. 
The urinalyses was negative for sugar and albu- 
min; diabetes is frequently accompanied by prur- 
itis—improving with diet and local treatment. 


Examination discloses a thickened parchment— 
like peri-anal skin, with involvement of the anal 
mucous membrane in its exposed areas; there are 
abrasions indicating scratching, and secondary in- 
fection; the quite usual moisture indicative of ir- 

-ritation and inflammation was present. There 
was no evidence of hemorrhoids either visually 
or by the the extrusion method. Extrusion is the 
turning out or exposing of internal hemorrhoids, 
with one finger in the anal canal retracting, while 
the other hand retracts the opposing buttox, the 
patient being asked to bear, down or strain, at 
the same time. Digital examination was negative 
for findings, other than two enlarged and elongat- 
ed papilla. Inspection of the anal canal with the 
anoscope and hooked probe, discloses three 
rather deep pockets involving the crypts of mor- 
gagni. The removal of these pockets is essential 
to a final recovery in pruritis ani, with which we 
are dealing: The crypts are involved with the 
pockets and papillae in an inflammation termed, 
“cryptitis”, which is believed to -be the major 
part of the pathology, producing the moist peri- 
anal region with the subsequent secondary in- 
fection, termed pruritis ani.: 


The surgical treatment is to remove the anal 
pathology—and to break the vicious circle of 
“the more they itch, the more they scratch, and 
the more they scratch, the more they itch;” this 
is accomplished by undercutting the peri-anal 
skin by a modified Balls operation—which im- 
‘mediately stops the itching. 


Dwight Murray of Syracuse, New York, re- 
ports remarkable results in curing pruritis ani 
with autoginous vaccine, prepared from cultures 
of the bacillus fecalis. 


Case C. R. presents an attorney, sixty-eight 
years old, weighing about one hundred and forty 
pounds; the first impression is good, since he is 
well groomed, but his skin is notable for lack of 
color—the man evidences illness. He complains 
of “piles and hemorrhages,” having suffered more 
or less for eight or ten years. During the last 
two months, there had been increased hemor- 
rhage—more pain and increasing constipation, 
with periodical diarrhoea. There has been some 
moisture and itching at the anus. Urinalyses 
showed a trace of albumin, and no casts—sugar 
was absent. Blood pressure 60—and 110—Haem- 
oglobin 76%. (Further physical examination 
negative). Inspection of anal region disclosed 


hemorrhoids which were of the chronic externo- 
internal variety; at the muco-cutaneous margin, 
a small spot was discovered which admitted a 
soft wire probe for about an inch and one-half. 
{ntroducing the finger into the anal canal, the 
end of the probe was felt beneath the mucous 
membrane, and with a little manipulation, emerg-— 
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ed through the internal opening, completely 
threading the fistula. This type of fistula is often 
overlooked, much to the continued discomfort of 
the patients, because it is small. It occasionally 
follows a fissure or hemorrhoid operation, due 
to bridging over of an opened tract, though this 
is easily avoided by careful after treatment. 


The internal hemorrhoids were found to be 
abraided, which might account for the bleeding. 
At this stage of the examination, grave injustice 
may be done to the patient as well as bringing 
discredit to the examiner;the examination is not 
completed. On introducing the lubricated finger 
thru the anal canal into the rectum, a grewth 
is felt, involving nearly two-thirds of the circum- 
ference; the anterior or prostatic region is not 
involved. The palpation of this mass was painful, 
and only by insistance could its mobility and ex- 
tent be determined. This man has carcinoma (can- 
cer) it being necessary to differentiate it locally, 
from fecal impaction by its consistency—and from 
an abscess by its roughened and uneven surface 
with a tendency to bleed. Multiple papilloma 
might offer a possible confusion, as well as 
stricture of the rectum, including that type of 
soft granular infiltration found in a small percent- 
age of specific cases. The history in these 
granular cases is of much value in making a 
diagnosis arid it is often necessary to resort to a 
pathological examination. 

Treatment was conservative; the man was 
underweight, anaemic with some kidney involve- 
ment, and a low blood pressure. The hemorrhoids 
and fistula were operated upon and a left mid- 
rectus colostomy done. Radium treatment has 
been continued with a palliative effect, and for 
over two years he has been fairly comfortable, 
and able to attend to his business most of the 
time. 


This cancer case illustrates the importance of 
aluays making a digital examination; the 
presence of the more evident pathology does 
not warrant the over looking of the more 
obscure. 


Case C. presented himself for treatment, stating 
there was a large growth around the anus. This 
boy was eighteen, and said he had had a “sore” 
start at the anal edge about four months previous- 
ly. Examination disclosed a very extensive cauli- 
flower mass having a pronounced discharge, and 
a very bad odor. Having once seen such a condi- 
tion, one would rarely err in diagnosing another 
case; the boy had condyloma—probably precipi- 
tated in this case by an untreated primary chancre 
at the anus. The treatment was surgical fol- 
lowed by anti-specific treatment. This condition 
is not specific in itself, but in a number of cases 
seen by the writer, all have shown a positive 
Wasserman. 


A condyloma is similar to venereal warts, but 
when located at the anus is much more dis- 
agreeable, and the word “smell” is too mild to 
describe the odor. 


Case A. T. H., a doctor, age thirty-six, com- 
plained of increasing soreness and pain. He 
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stated that he had had hemorrhoids for several 
years, but that they had rarely bothered him. 
Examination disclosed one large external hemor- 
rhoid on the left lateral quadrant, and two ex- 
terno-internal adjoining it. The large pile was 
very tender on palpation, and inspection gave 
evidence of clots of blood, showing as blue spots 
throughout the area. The diagnosis was a sub- 
acute multiple thrombotic hemorrhoid. Differ- 
entiate this from the more acute, which presents 
itself as a smooth rounded tumor, developing with 
increasing tenderness and having a decided red- 
ish blue color; this last is the more common type. 
The peri-anal abscess, that is found involving the 
skin and mucous membrane at the anal border, 
evidences more inflammation—no blueness and 
less swelling. The treatment in the sub-acute 
hemorrhoid is radical excision, (enucleation) and 
in the more acute, incision and emptying out the 
clot. This is an office procedure under local 
anaesthesia. 


Case S. presents a man of thirty-four, weighing 
about 120 pounds, standing 5 feet, 11 inches tall. 
He complains of extreme soreness in the rectum, 
and much discharge. Constipation is marked, 
necessitating daily cathartics. He gives a history 
of fistula, and four unsuccessful operations at a 
Grand Rapids Institution where they guarantee 
“a cure.” Examination of the urine is negative 
—Blood Wasserman was negative—Haemoglobin 
70%—emaciation—anaemia. Inspection disclosed 
a relaxed anus with marked discharge of pus. 
There was a large scar involving the sphincter at 
one side. Two hemorrhoids were in evidence. 
Digital examination of the anal canal disclosed 
two ulcerated areas deep into the anal sphincter, 
with only the skin preventing drainage to the 
outside. Further inside, about two inches, there 
was a linear stricture just admitting the end of 
the index finger. This stricture accounted for 
the continued ulceration in the anal canal. The 
indication is for a posterior proctotomy, that is, 
cutting the stricture similarly to an internal ure- 
throtomy: removal of the hemorrhoids and 
opening the ulcerated areas out through the re- 
maining sphincter and skin for drainage. This 
was done with great relief of the pain and dis- 
tress, but with an anticipated slow recovery, 
owing to the marked infection. Such cases al- 
ways warrant a further study of the intestinal 
tract to eliminate tuberculosis and cancer. 


May it be suggested that prolapse of the first 
degree or mucous prolapse is often accompanied 
by internal prolapsing hemorrhoids—which in 
themselves are often the cause of the turning 
out of the mucous membrane. The differential 
diagnosis should be made by the history, color 
and regularity of contour in prolapse, as op- 
posed to irregularity of contour, and the marked 
pain of hemorrhoids. 

A presenting polyp may be confused with 
hemorthoids—but digital examination should 
discover its idenity; a polyp may bleed when 
injured at its pedicle, and thus cause confusion. 

It is wished to state that the common garden 
variety of “itching piles” is either fissure, 
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fistula, pruritis ani, or some modification of 
one of them. 

Much remains to be considered, but the 
writer finds that he is carried more deeply into 
the discussion of ano-rectal disease than was 
intended when selecting the subject, and in his 
attempt at brevity, it is feared that the dis- 
cussion, perhaps has suffered, as well as the 
audience. 





THE ROENTGEN DIAGNOSIS OF JOINT 
CONDITIONS. 


Howarp P. Dovus, A.B. M.D., 
DETROIT, MICH. 


Owing to the similarity of the signs and 
symptoms of many joint diseases, it is often 
a very different matter to make a diagnosis in 
these conditions by clinical methods alone, and 
it is here that the x-ray is often a great help 
in solving the problem. There is a tendency 
to call almost everything rheumatism or in- 
fectious arthitis owing to the great prevalence 
of these two and in most cases it is correct, but 
it is the occasional variation from this which is 
important to pick up. 

Much of the confusion in differentiating joint 
diseases is due to the fact that in many of them 
the cause is unknown, and therefore our class- 
ifications are all faulty. In many cases a germ 
can be isolated, but in many this is impossible. 

In a joint we have two conditions to deal 
with—the synovial membrane and the cartil- 
aginous surfaces, and these enter into every 
joint. In children we have an _ additional 
factor—the epiphyseal line. In children the 
diseases seen are different in most cases from 
those seen in adults. 

Scurvy is very frequently seen in children but 
rarely in adults. In adults the x-ray findings 
are rather insignificant as compared with those 
in children. In children all the changes are 
on the diaphyseal side of the epiphyseal line. 
Just behind the epiphyseal line we get what 
looks like a second epiphyseal line. The por- 
tion between these two is of much increased 
density. We get no change in the joint proper. 
Marked periostitis is also frequently seen, and 
often a large sub-periosteal hemorrhage is seen 
which may cover the entire shaft of the bone 
and may become calcified and dense. 

Rickets is also seen frequently among infants 
and may occur in utero. All the disturbance 
takes place at the epiphyseal line. There is 
an absorption and softening of bone, so that the 
ends of the bones have a tendency to be saucer 
shaped and flare out. There is also a marked 











JUNE, 1920 


absorption of calcium salts with an extreme 
grade of atrophy, and in this condition fractures 
are very common, as many as a dozen may be 
seen. We often get a cupping out of the ends 
of the ribs known as the “Rachitic Rosary.” 
Periostitis is uncommon. 


Syphilis—In children we see fluid and thick- 
ening of the periarticular tissues. The most 
important thing, however, is an erosive process 
on the diaphyseal side of the epiphyseal line, 
and never on the epiphyseal side. Irregular 
eaten out areas are seen. Periostitis is. very 
commonly seen, but hemorrhages under it are 
seldom seen. Syphilis is a great bone pro- 
ducer and therefore periostitis is frequently 
seen. 

Coming back to the question of the classifica- 
tion of joint diseases in adults, it is seen there 
are objections to all classifications but that of 
Goldwaite seems to be the most satisfactory. 
It is in brief as follows: 

1. Acute Polyarticular rheumatism. — 
2. Chronic Arthritis. 

A. Infectious (acute). 

1.°. Tuberculosis. 

2. Gonorrhea. 

Syphilis. ; 
Typhoid. 

Pneumococcie, ete. 

. Unknown. 

B. Atrophic. 

C. Hypertrophic. 

By the term chronic in this case we mean 
diseases that give permanent and lasting path- 
ological changes and acute vice versa. 


Acute Polyarticular Rheumatism—In this the 
x-ray findings are negative, except for fluid and 
periarticular swelling. There are no bone or 
cartilage changes. No bone change ever takes 
place here unless the cartilage is involved. The 
findings in this case are the same as those after 
injury. 

Infectious Arthritis—We see infectious arth- 
ritis in three stages of development, although 
in several of the stages it is very difficult to 
make a differential diagnosis by the plate alone. 
In the first stage, it is similar to acute poly- 
articular rheumatism, fluid in the joint, and 
periarticular swelling. No bone destruction or 
atrophy. Second stage—after about three 
weeks it has reached its maximum intensity and 
begins to subside. The swelling disappears and 
the fluid is absorbed. We see atrophy both of 
the soft tissues and of the bones. Destruction 
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of cartilage is shown by narrowing of the joint 
and by approximation of the joint surfaces. 
"hird stage—here the disease is gone and re- 
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pair is taking place. The atrophy is gone as 
well as the swelling and the patient is able to 
use the joint. This is the stage where we see 
spur formation replacing the destroyed cartil- 
age, and we may get complete ankylosis if the 
cartilage has been destroyed from the entire 
joint surface. 

Tuberculosis—In the following out of the 
above classification we now come to those dis- 
eases which are the result of an infection by a 
known organism. In tuberculos’s of the joints 
we get a hazy indistinct picture as if it were 
a poor plate which possiblity, however, can be 
eliminated by the sharp cut appearances of the 
bones at some distance from the joint. The 
synovial membrane becomes very much swollen 
causing the haziness. The cart.lage becomes 
eroded causing the bones to be approximated, 
and the bones themselves often show eaten out 
eroded areas. Fluid and periart’cular swelling 
are seen also in the active stage. Atrophy is 
also a prominent sign. There is very little new 
bone formation unless due to a secondary infec- 
ton through sinus formation. The ankylosis 
present is usually due to a fibrous union and 
not a bony one. " 

This is seen most often in the hip, the knee, 
the elbow, the wrist, the ankle and the shoulder. . 
In the spine it is much more frequent in the 
middle stage of childhood, but may occur at any 
age. The characteristic point here is an angu- 
lation of the spine antero-posteriorly due to a 
narrowing of the anterior portion of the verte- 
bra affected. The portion affected is always 
anterior and never posterior. 

(ronorrhea—This attacks most frequently the 
knee, ankle or wrist although other joints may 
be attacked. In the earlier stages the signs of 
an acute infection are seen and later after the 
acute symptoms have subsided there is consid- 
erable new bone-formation with ankylosis. In 
the knee joint it is very prone to attack the 
under surface of the patella and often causes 
an ankylosis between this and the femur. 


Syphilis—Syphilis causes an acute joint con- 
dition and indirectly a neuropathic disease 
known as charcot joint. In the acute form you 
have periarticular swelling and fluid in the 
joint as in any other acute infection, but it does: 
not destroy the cartilage, so that when the acute 
process subsides we have a normal joint remain- 
ing. However, as an additional point of dif- 
ferential diagnosis from acute polyarticular 
rheumatism, we have usually a periosteal re- 
action of the. bone where the cartilage of the 
joint ceases and the periosteum begins. Fluid 
and swelling and periosteal thickening at the 
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junction of the cartilage and periosteum should 
always cause one to suspect syphilis. 

Charcot is not infectious but neuropathic and 
gives a picture practically the same as that of 
syringomyelia. It is characterized by extreme 
destruction of the joint surfaces. Large pieces 
which look like sequestra are broken off and lie 
free in a large swollen joint containing more 
or less fluid. As it is not painful the patient 
continues to use the joint, consequently there 
is no atrophy of the bone, but rather the opposite 
—an eburnation. This is one of the diagnos- 
tic points in this condition. The joints affected 
in the order of their frequency are knee, ankle, 
spine, hip and shoulder. This condition is 
usually seen in the course of Locomotor ataxia. 
It commonly follows a slight injury and is 
characterized by an acute painless enlargement 
of the joint. 

Typhoid and pneumococcic arthritis give the 
same picture as an ordinary infection and there- 
fore cannot be differentiated. They are both 
marked bone producers. 

An interesting condition seen very infrequent- 
ly is a haemophyliac joint. You see destruc- 
tion of the cartilage and a haziness as in tuber- 
culosis. In the joint cavity you see a blood 
clot which has usually undergone calcareous or 
fibrous change. When typical it is practically 
pathognomonic of the disease. 

We frequently in the routine examination of 
elderly people see arthritic spurs around the 
joint which are not causing any symptoms what- 
ever, but which a slight injury will often light 
up from its quiescence and produce a very pain- 
ful condition. We then see a big inflamed, 
swollen painful joint with arthritic spurs 
around it, and often in it, but no sign of injury. 


Atrophic—We now come to the second big 
type under chronic arthritis—namely, atrophic 
arthritis. The changes seen in this are very 
similar to those seen in the second stage of in- 
fectious arthritis as described above. It is 
usually seen in middle aged persons. ‘There is 
a marked atrophy of both the soft tissues and 
bones. The limbs show deformities—the legs 
often being flexed. There is no redness, or 
swelling. No evidence of fluid. There is 
marked limitation of motion which is due to 
fibrous changes as there is no new bone produc- 
tion. You get absorption of cartilage and some 
destruction, but no attempt at repair by new 
bone formation. Many clinicians think that 
this is a stage of infectious arthritis and not a 
distinct clinical entity. 

Hypertrophic Arthritis—Hypertrophic arth- 
ritis is a disease found in people of middle and 
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old age being most pronounced in those of fifty 
years and older. 

Clinically it is characterized by no swelling, 
no pain except on motion, which may cause a 
limitation of motion because of the pain. Ro- 
entgenologically no atrophy of the bones, not 
even that which is incidental to old age. No 
soft tissue swelling. There is marked new bone 
formation—there being numerous exostoses and 
much lipping at the edges of the articulating 
surfaces. One other characteristic change 
which, however, is not always present is joint 
mice-small calcified loose bodies in the joint. 
There is rarely a true bony ankylosis. The 
mushroom shaped head often seen in the hip 
is suggestive of hypertrophic arthritis. 

This condition stimulates the third stage of 
infectious arthritis described above, but is ap- 
parently a definite clinical entity. In the spine 
it differs from other places in that we may get 
an ankylosis in the condition known as “poker 
back.” , 

General Considerations—A malignant condi- 
tion never crosses a joint from one bone to an- 
other by direct extension. When two joint sur- 
faces are involved, we are dealing with an in- 
flammatory condition and not a malignant new 
growth. It may, however, occur in both bones 


by metastasis. 


Tuberculosis hits the shoulder rather infre- 
quently, and when it does it is usually of a dry 
type with no fluid or swelling. 

In Perthe’s disease which is a non-tuberculous 
infection, you get flattening of the head of the 
femur, and an irregularity of the epiphyseal 
line, but no erosion of the bone itself. 

In charcot the edges are clean cut because of 
the eburnation, while in osteomyelitis the edges 
are hazy and fuzzy. 

Tuberculosis of the spine rarely shows a 
skipped infection—that is two diseased portions 
with a normal portion between. 

Outside of charcot joint disease, syphilis does 
not destroy cartilage. 

The diagnosis of all bone and joint conditions 
is very difficult in most cases after operative 
procedures. 


Conclusions —In discussing such a broad sub- 
ject as this in a short paper of this kind, only 
the main points can be brought out. However, 
a clean cut text book picture is not always seen, 
and the different stages of the various lesions 
described vary considerably. It is therefore 
highly important in many cases to know some- 
thing of the history and clinical findings in 
order to make a differential diagnosis. The 
amount of involvement is, however, demon- 
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strable in all cases, and this gives the clinician 


very valuable information regarding therapy. 
We feel that from the serious consequences fol- 
lowing most joint diseases when wrongly diag- 
nosed and treated, that every joint condition 
of any severity should be submitted to the x-ray 
and that there should be a conference following 
this between the Roentgenologist and the clinic- 
ian as only by these means can the best results 
be obtained. 





ABDOMINAL CAESAREAN SECTION. 


Water L. Hackett, M.D., 
DETROIT, MICH. 


During the past six years I have performed 
fifty-four Abdominal Caesarean Sections. 

(a) Tventy-one were performed on women 
whose pelvic measurements ‘were too small for 
normal delivery. 

(b) Eleven were occipital posterior posi- 
tions in which the head would not turn. Eight 
of these were left posterior and three right. In 
one of these the woman had been fifty hours 
in labor. 

In a number of cases the membranes had 
ruptured. Choice lay between High forceps 
and Version. Consultation being had in each 
case we favored Section. 

(c) Seven were for Central Placenta Previa. 

(d) Sia were for Eclamptic Convulsions 

(e) In four cases the mothers were’ normal 
but the babies abnormal. Two of the babies 
had very large heads. Another was a mon- 
strosity which I did not diagnose before delivery. 
It had a complete cleft palate with a head like 
a pig. ‘The hands and feet also were very much 
like the cloven hoofs of a pig. It lived six 
months. The fourth abnormal baby was very 
large; the mother carried the baby as nearly 
as I could make out 300 days. The baby was 
a male, perfect in every way and weighed at 
birth 14 pounds. 

(f) One was an impacted Frank breech with 
‘threatened rupture of the uterus. 

(g) I also did a Section for inter-locked 
twins. The one presenting was transverse the 
other perpendicular. I also feared rupture of the 
uterus in this case. A mid-wife had been try- 
ing to deliver this patient and had made a num- 
ber of vaginal examinations. An abscess de- 
veloped in the left broad ligament about two 
weeks after operation. I drained this through 
the abdomen. In three weeks mother and 


twins went home in good condition. 
(h) Four cases, each possessing unique fea- 
‘ures I would like to report in detail. 
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Case 1. A young woman was referred to me 
in June, 1914. On examination I found a large 
opening from the vagina into the bladder through 
which I could place my three fingers. The pa- 
tient was emaciated and morose. She gave a 
history of having been in labor the preceeding 
March. A physician had delivered her by for- 
ceps of a dead baby. In a few days urine had 
begun to -drip from the vagina. This condition 
continued until the time I saw her. I sewed up 
the rent in the bladder with silver wire using 
Kelly’s method. A second similar operation was 
necessary to completely close the fistula. She 
made a good recovery and came to me pregnant 
in 1916. Her measurements were normal, the 
baby was normal in size, but I feared a breaking 
of the old scar in the vaginal wall. I did a sec- 
tion with good results. The mother and child 
are alive and well. 


Case 2. Two years after delivering the woman 
with inter-locked twins I was called again. She 
was in the same house, in the same room and the 
same mid-wife was in charge. The patient was 
apparently dead—no pulse was perceptible. The 
mid-wife explained that the patient had been in 
labor for 24 hours and to help her she had dilated 
the cervix. In doing this she had ripped up into 
the body of the uterus, ruptured the old scar and 
allowed the child to escape into the abdominal 
cavity. I hurried her to the hospital and with all 
speed performed a Porro operation and put in 
drainage. She made a rapid recovery. 


Case 3. Farmer’s wife near Wayne, Michigan, 
was referred to me in her seventh month. Her 
measurements were normal, but she had a large 
umbilical hernia, also a badly lacerated perineum 
from previous hard labors. She came to the hos- 
pital at time in labor. We waited 30 hours until 
she was becoming exhausted. She apparently 
had no expulsive force and although an anterior 
—the head would not come down—I made an in- 
cision through the umbilical hernia sac down to 
the uterus and removed the child through the 
opening. In closing the abdominal wall I did the 
Mayo fascia over-lapping operation for the um- 
bilical hernia. The complete operation took 45 
minutes. The patient suffered from ileus for a 
few days but made a good recovery. Mother 
and child went home in two weeks. One year 
later I repaired the old torn cervix and perineum. 
Patient is now doing her own work on the farm. 


Case 4. A young woman had had section done 
on account of small pelvis. At the end of two 
weeks she was about to return home when a 
rise in her temperature was noted. She com- 
plained of pain over McBurney’s point. Soon she 
began to vomit and within 24 hours a mass could 
be felt in the region of the appendix. An incision 
was made over the mass and an appendiceal ab- 
scess drained. Patient slowly recovered but was 
no longer able to nurse her baby. 


On seven women I have done this operation 
a second time and on one I have operated three 
times. Of these I sterilized three. In every 
one of these eight old cases I found post-opera- 
tive adhesions. In one case where the old in- 
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cision had been made above the umbilicus a 
band as thick as my two fingers stretched from 
the abdominal incision to the fundrus uteri. 
With any of the various high incisions adhesions 
are almost inevitable. To avoid this condition 
Kronig and Doederlein, both recently dead, per- 
fected a new operation, which I will describe. 
A Pfannenteil incision is made just above the 
har line through skin, fat and fascia down to 
the recti muscles. The flap so formed is dis- 
sected upward off the muscles for a distance of 
4% to 5 inches and the apex of the flap fixed 
by suture to the skin. The recti muscles are 
then divided in the median line for the whole 
length of their exposure, bringing the operation 
down to the parietal peritoneum. The bladder, 
which has been emptied, can be seen below. The 
peritoneum is incised in the usual way, carrying 
the operation down to the space between the 
bladder and the uterus. Here there is a thick 
wrinkled fold of peritoneum. ‘This fold is cut 
by a curved incision in the opposite direction 
to the original Pfannenteil incision. This flap 
of peritoneum is easily turned down toward the 
bladder, exposing the membraneous part of the 
uterus with the underlying child. “The uterus 
is opened by a longitudinal incision and the 
baby is quickly removed. There may be some 
little difficulty in delivering the head but if the 
assistant pushes on the fundus of the uterus, 
the head will pop out. If it is a breech it is 
delivered so much easier. Now the placenta is 
delivered with the hand and the uterus is not 
at all delivered. Neither the bowels nor the 
omentum is seen. The incision in the uterus is 
closed with No, 2 chromic, interrupted suture 


being used, and the thick fold of peritoneum - 


replaced and sewed with No. 1 plain catgut 
continuous suture. The abdominal wall and 
parietal peritoneum are closed in the usual man- 
ner. 

I have done seven sections in this way and 
much prefer it for the following reasons. 

1. It is less shock to the patient. 

2. The operation, is away from bowels and 
omentum. 

3. There is less bleeding because in this 
segment of the uterus there are not the large 
sinuses. 

4. The incision in the uterus can be covered 
with a thick layer of peritoneum lessening in- 
fection from the inside. 

5. Pressure from above antiflexes the uterus 
protecting the incision from adhesion. 

6. The incision is low down away from the 
danger zone of the peritoneum. 

The only disadvantage is that the operation 
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takes longer. I have been able to perform the 
high operation in 22 minutes: Doing the new 
operation takes me from 30 to 35 minutes. 
Patients make a beautiful recovery after this 
operation and are free from the distension that 
frequently follows the older methods. One of 
the cases [ operated on in this way had been in 
labor one week, being examined frequently by 
attending phys'cian. The urine showed albu- 
min and colon bacilli. There was also a pus 
discharge from the rectum. I would have hesi- 
tated to do high operation, in fact, I think if 
I had the patient would have died. I did the 
new operation, the patient had infection and 
was sick a long time but recovered and has a 
fine baby. 


In my series of 54 cases, I have lost 3 mothers 
all due to eclampsia. Two had had many con- 
vulsions and were in a dying condition when 
operated upon. The third was an_ elderly 
primipari. She developed convulsions after 
the operation and died in 48 hours. These 
were all referred cases in which I was called 
hurriedly to operate. I have never had to do 
section on one of my own cases for eclamptic 
convulsions because I have always been able to 
prevent the occurrence of convulsions. 

In the above cases of eclampsia the babies 
all lived. 

In the 54 sections I delivered 55 babies, two 
of which were dead. One of these was outside 
the ruptured uterus already described. The 
other baby showed some signs of life but could 
not be revived. One mother died three weeks 
after an abdominal section but a post-mortem 
showed that other pathological conditions were 
the cause of death and not the operation. 





COMMUNITY HOSPITALS—ARTICLE 3. 
RULES AND REGULATIONS. 


J. G. ManwarinG, M.D., 
FLINT, MICH. 


After all, the results we get in the community 
hospital, will depend more upon the manner 
of its running than the form of its organiza- 
tion. 


The spirit of its rules, their standard and 
the thoroughness with which they are carried 
out will determine exactly what the results 
will be. The institution must function at all 
times so as to properly care for the patients, 
win the confidence of the community and se- 
cure the support of the physicians. The de- 
gree with which it succeeds in doing these 
things will measure the degree with which it 
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fulfills its purpose as a community hospital. 

If these objects are obtained all individuals 
working in the place must understand the 
underlying principles and must be actuated by 
the spirit they presuppose. For the reason that 
the regulation of the work is of so much im- 
portance, it will be gone into rather specifically 
and suggestions given as to how the medical 
board can serve its purpose under the conditions 
laid down. The scheme may be altered in 
many ways, possibly with advantage, but the 
underlying principles should not be disregard- 
ed in so doing. 


LABORATORY FACILITIES. 


To render the patients good service at the 
present time requires adequate and accessible 
laboratory facilities. The physician, when he 
deems it of not much importance, now fre- 
quently hesitates to ask for some spec‘al labor- 
atory examination because of the added cost to 
the patient. Yet it is often just the thing 
which would have guided him to the proper 
diagnosis in the case. As the scheme for the 
control of the physician’s work will use the 
laboratory a great deal as a check, it would seem 
essential that the hospital should, have adequate 
laboratory facilities and that all examinations 
should be free to its patients. Unless this is 
provided, the cost of such examinations will be 
offered as an excuse for their omission. Then 
the first general rule is that, ; 

1. Free laboratory examinations by compe- 
tent technicians must be furnished to the hos- 
pital patients. 

STAFF MEETINGS. 


To keep up the interest in the hospital ef- 
forts, to iron out misunderstandings, to pro- 
vide a means of the staff expressing itself and 
to imbue all with the spir:t of the institution, 
regular staff meetings must be held, say every 
month, when the funetioning of the hospital 
is open to discussion, reports of common inter- 
est are given and when a review of the preceed- 
ing month’s work is made with the results care- 
fully compiled from the records. This will 
let in light where it is needed and the conscious- 
ness of the monthly summary will be at all times 
a great corrective of undue haste and unfounded 
self confidence. So a second general rule is 
that, 


2. Regular staff meetings, with proper pre- 
sentation of the hospital work, must be held. 


RECORDS. 


The value of a case record is so evident it 
The fact that good work 


need not be d‘scussed. 
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cannot be done without them should be just as 
evident. The use that a record system can be 
in controlling the quality of services given is 
not so well understood or at least not freely 
utilized. It is this use of a record system 
which will be particularly dealt w-th here. A 
third rule is that, 

3. A proper record system must be installed. 

The medical board can well give a great deal 
of attention to the installation of a suitable 
record system. In the devising of forms it 
should be remembered that not all physicians 
have had a sufficient training in record work 
to make them concise, thorough and good judges 
of relevancy. Any aid by titles, sub-titles, ete. 
which can be used and not encumber the blanks 
are advisable. The general history blank, rec- 
ommended by the Pennsylvania Bureau of 
Medical Education, with its lists of the subjects 
of inquiry a h'story should cover is very sug- 
gestive in this regard. 


FILING OF RECORDS. 


The record filing system of the hospital 
should be under the supervision of a physician 
who is not in competitive practice, either a 
special registrar or the head interne. 

He should see that the records are gathered: 
together and complete before filing and that 
they are properly indexed so as to be available. 
He also should make up the summaries of the 
hospital work for the staff reviews at its meet- 
ings. 


TO WHOM ARE RECORDS OPEN 


The records are of course confidential in 
nature and properly open to the patient and 
his physician only. But it would’ seem as 
though for the patient’s interest a little more 
leeway is necessary, 

Access to the records could be safely given to 
thoge who are in immediate charge of them, 
upon an order of the court, upon an order of 
the patient, upon request of the attending 
physician, upon request of another succeeding 
attending physician, upon request of an attend- 
ing physician at a patient’s re-entry into the 
hospital, upon the request of the superintend- 
ent, upon the approval of the medical board to 
physicians who are making a study of cases for 
scientific purposes with suitable restrictions by 
the board and upon request of the directors or 
medical board in case of differences with a phy- 
siclan whose records are needed for proper in- 
formation. 


WHAT RECORDS ARE TO BE MADE, 
All patients should have a history of the usual 
kind, records of the various examinations made, 
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of the hospital stay, operations done, etc. 

Who takes the history is not of so much im- 
portance as that the attending physician signs 
it to show he is familiar with it and assumes 
responsibility for it. 

The various observations and examinations 
noted should be signed by those responsible for 
them. 

All orders should be in writing and on the 
chart, becoming a part of the record. 

All materials removed at operations should 
be taken in charge by the surgical supervisor 
and with suitable data, go to the pathologist. 
The results of his examinations are filed with 
the record. The specimens may be saved for 
the physicians if so desired. The reasons for 
this are obvious and while it may require rather 


a simple procedure such as an inspection of | 


gallstones, it can only be effective if no excep- 
tions are made. It will curb the removal of 
unoffending organs and reveal the products of 
conception as well as complete a diagnosis, but 
more than that it will quiet the gossip which 
grows out of a lack of such authorative reports. 

In addition to these records which are com- 
monly used, certain others have been suggested 
for checking up which are not common. : 


These are in the form of cards filed with the 
superintendent after a patient has been in long 
enough for a complete examination or before 
operations. 


These should be required of every case ex- 
cepting accidents going directly to the dressing 
room and those patients dying too soon after 
entering to have the required data obtained. 

It is suggested these should be filed in the 
superintendent’s office within say four days after 
the entry or before operations. 


All operations should be scheduled in the 
superintendent’s office and authority for them 
given from this office. These cards should be 
made out in duplicate, one by the attending 
physician and one by the nurse in charge of 
the floor where the patient is. The object of 
the card is to secure thoroughness and careful- 
ness in the conduct of his case and to be prac- 
ticable they must be brief and simple. While 
the same blanks are used by the nurse and the 
physician, the nurse for the most part can indi- 
cate by a plus or a minus sign that the required 
records are made out. The blanks should be 
of various forms to cover the different fields 
with the special data needed for each. 

The list of cards could include the head, 
chest, abdomen, pelvis, central nervous system, 
extremities, obstetrical, genito urinary and 
pediatric. 
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Every chest card should in all cases show 
whether a record of the following points has 
been made, it may be merely indicated by “yes” 
or “no”, or the data itself, if brief enough, 
should be given: history, physical findings, gen- 
eral condition, temperature, pulse, respiration, 
sputum, urine, x-ray, blood examinations 
(Whites, Reds, Hemaglobin and Widal), aspir- 
ation findings, diagnosis, operations proposed. 

The card for abdominal cases should include 
in its data, blood examinations, cell counts, 
Widal and Wasserman tests; a record of the eye, 
abdominal, patellar and cremasteric reflexes. 

The pelvic card should show whether the 
patient is suspected to be pregnant, has flowing, 
pains or fever and if curetted, why. 

The card of the urinary tract should show 
that the x-ray, cystoscopy, explorations with in- 
struments, functional tests, blood urea estima- 
tions and examinations of the urine for bacilli 
have not been overlooked. 


In emergency cases of course the record 
would be proportionately brief. ‘The card of a 
ruptured tubal pregnancy or a perforated pyl- 
oric ulcer could be very brief and still satisfac- 
tory. The urgent symptoms alone would suf- 
fice. 


A little reflection will show how such a sys- 
tem would lessen the mistakes which we know 
do occur now. It is a constant reminder that 
it is “better to be safe than sorry.” 


The mere putting down on paper your 
thoughts make you arrange and classify them; 
you are more careful and more exact, therefore 
more clear and accurate in what you have in 
mind. It naturally leads to conservatism. 


When you are reminded on such a card of the 
usual pitfalls in diagnosis, you can avoid them 
and as you go on record in the case you try to 
keep that record clean. No one would over- 
look tabes in making out such a card yet an 
uncomfortable proportion of tabetics are oper- 
ated on erroneously because of their peculiar 
abdominal pains. 


STANDARDIZATION OF METHODS. 


How far such a hospital can go in the stan- 
dardization of its methods is a question. In all 
efforts at standardization only that should be 
required which is commonly accepted. A 
Widal test or a blood culture can be asked in 
all suspected typhoid cases or obscure fevers, 
but to require all typhoid patients to live on an 
exclusively milk diet or to be “tubbed” is to in- 
vite trouble. As nearly all treatment is still 
more or less debatable, few routine treatments 
can be outlined and made obligatory. But a 
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variety of diets, enemata, operative preparations 
post operative cares can be listed and these 
would no doubt be generally used. Physicians 
who do not like them, can order them with 
variations or substitute others. The hospital 
can in this way develop certain routine methods 
which will meet with general favor as many 
hospitals do now. 


While such routine methods sometimes dis- 
courage individuality, they simplify the train- 
ing of nurses, make easy the giving of orders, 
lessen misunderstandings as to the care of 
patients: and offer good tangible material to 
those who may be a little uncertain at times and 
in need of such aids. 


The system here outlined assures the patient 
a careful consideration of his trouble and proper 
treatment and warns the physician of his fail- 
ings as well as keeping him ‘up to date on meth- 
ods of investigations. 

The whole scheme is one in which the hos- 
pital lives up to the obligations to the commun- 
ity of being a good hospital and tries to win 
the confidence of the public for the institution, 
rather than for any group of physicians. 

The physician is given the opportunity of do- 
ing any kind of work that he cares to excepting 
that which is careless, ignorant or dishonest. 
He is given the facilities and incentive to de- 
velop high grade services without a dictatorship 
by competitive men. He can specialize or do 
general practice as he chooses but he will be at 
. all times cautious. 





AN EXPERIENCE OF 18 MONTHS ASSO- 
CIATION AND CLOSE OBSERVATION 
IN THE NEGROES MENTAL, 
PHYSICAL, AND MORAL AC- 
TIVITIES, AS COMPARED 
TO THAT OF WHITE 
RACES, 


Harry S. Berman, M.D., 1st Lr. M.C. U.S. 
ARMY. 


DETROIT, MICH. 


Appreciating the fact that the mentality of 
the colored race is on the whole below that of 
the white, the problem of camp sanitation has 
been in my opinion a rather more difficult one 
to contend with. 


I take the liberty of making the above state- 
ment in view of the fact that my associations 
prior to service in the A. E. F., and for a 
period of over one’ year’ has been constantly 
with colored troops. 
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I also invite the attention of the reader that 
it has been my good fortune to observe various 
classes of white troops during my period of 
service and establish a standard. There is an 
old saying, “you never know a person unless 
you live with them.” I have lived with and 
amongst them, both white and colored, there- 
fore speak from experience. What are their 
peculiarities and how are they to be treated? 

To begin with let us take up the mode of 
living of the negroes originating in the South- 
ern parts of the United States, at the same 
time where it is warmest. Let us compare 
them to the white race in the same parts of 
the states, and see how they differ mentally, 
morally and physically. For the information 
of the reader, I might mention that the negroes 
discussed here are gathered from the following 
states: The greater majority come from the 
State of Texas, while the remaining are gather- 
ed from Arkansas, Louisiana, and Virginia, all 
having been mobilized at Camp Travis, San 
Antonio, Texas. ° 


Returning to the days of slavery, and even 
to the present period, the negro has been re- 
garded as more or less inferior, to the whites 
at all times. Their associations have been 
practically at all times ignored, their privileges 
limited consequently bringing about different 
and poorer environments than those of the 
white races. Especially are the environments 
of the Southern negro far more difficult than 
that of the Northern negro. 


I being a resident of the North, have ob- 
served both the Northern negro as well as the 
Southern negro. As a rule the Southern negro 
has been found to be illiterate, very few being 
at all possessed with enough intelligence to 
write their own name. While at the same time 
the negro of the north is in many instances a 
student, as also seeks other lines of employ- 
ment as does the negro of the south. 


In this discussion let us begin with the home 
conditions and environments, such as exist in 
the homes of these men and what their results. 
From what I have gathered of the southern 
negro, their homes are about alike throughout 
the south, in that they are small, insufficient, 
poorly furnished and inhabited by large fam- 
ilies, for the negro multiplies rapidly, raises 
large families and has many roomers, thus re- 
sulting to marked congestion of living quar- 
ters. Realizing that they are susceptible to 
disease, especially so towards tuberculosis, con- 
gestion and close contact should be considered 
as one of the important factors in the dissem- 
ination of this disease within their family as 
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well as to others of their race. The problem 
of sanitation and hyg ene amongst the negro 
has been a very difficult one to solve, although 
great progress has been made in nearly all of 
our larger c.ties in the United States to eradi- 
cate the so-called White Plague, however, there 
yet remains considerable to be accomplished 
along this campaign. 

Their mentality being below par, we must 
realize their lack of normal intellect, thus be- 
ing accountable for their results. The theory 
of heredity can also be applied to the predom- 
inance of tuberculos’s in this race, in view of 
their mode of living and surroundings. Thus 
in reality resulting in their lowered resistance 
to ward off disease, at the same time in con- 
sideration of these facts, the average negro 
when taken sick has not suffic-ent presence of 
mind to consult a physician, but lingers along 
until his ailment has made good progress, in 
many instances being fatal. 

Home sanitation and hygiene is unknown to 
the greater majority, ventilation of homes is a 
rarity, and considered harmful, especially so 
during the colder seasons, owing to fear of 
draught resulting in contracting colds, body 
cleanliness is a matter of difficulty due to the 
lack of bathing facilities, w-th ignorance in the 
importance of same resulting in the lack of 
personal hygiene due to the absence of initiative 
ability, thus the frequency of vermin infections, 
especially of the body louse. 

Scabies is also a frequency with the negro, 
for he fails to realize the severity and the laxity 
of consulting a physician resulting in rapid 
and wide dissem‘nation of this highly contag- 
ious parasitic skin infection to others, and in 
many instances the starting of an epidemic. 

One of the most important problems is 
venereal disease, and its frequency in the negro. 
The most common conditions encountered are 
gonorrhea and chancroids, the latter one being 
the most frequently predominating, and is in 
the majority of instances due to negligence of 
personal cleanliness and sexual hygiene. Here 
again can be considered lack of intelligence. 
He is so neglectful that failing to realize the 
importance of medical attention, he permits 
the condition to take hold properly thereby 
causing extensive damage. Gonorrhea is ex- 
tremely common .due to the same attitude of 
mind in that same is not a disease requiring 
no treatment, but speaks of it as female trouble, 
and continues to journey along with his dis- 
charge until it has subsided to return at a 
future time after it has become chronic. Here 
again, lack of mental development plays its 
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part. Fortunately for the negro, and the fu- 
ture of their race, the present war and draft 
played an active part in the discovery of 
venereal disease in the negro. 

It is interesting to learn, and here to mention 
that during the draft in the month of Novem- 
ber, 1917, I assisted in over 6000 physical ex- 
aminations, and in nearly every case there was 
observed venereal disease, either gonorrhea, 
chancroid, or syphilis. Most of the cases were 
the first two mentioned, while the remaining 
was the third, either in the primary or secon- 
dary stages. The reader will be interested to— 
know that the writer has discovered cases of 
plastic iritis, in the negro due to syphilis, since 
being in the A. E. F. (evidently overlooked in 
the U. 8. A.), the diagnosis having been as- 
sited by a history of the patient a Wasserman 
reaction of single or double plus, and reaction 
of the condition to treatment for syphilis. 

Had it not been for the patient’s complaint 
of visual disturbances in one or both eyes, the 
discovery of syphilis would have never occured, 
however, their eye involvement had been there 
prior to their being drafted into service. 

They are, however, willing to undergo any 
form of treatment for a cure when a thorough 
explanation is offered. The average Southern 
negro cannot be reasoned with, but on the other 
hand must be told to do a thing without ex- 
planation. As a matter of fact, explanations 
are in reality unnecessary for he is incapable 
of absorption and co-ordinating facts, due to 
lack of mental development and intelligence. 

He is in the majority of instances regressive, 
being incapable of holding a good position or 
detailed to take charge of men. He soon falls 
down on the job, as is commonly stated, and 
necessitates changing his duties. Where again 
we note the absence of initiative ability, as the 
result of mental deficiency. 


The negro fears colds, therefore has no con- 
ception of the importance of fresh air, never 
ventilates his tent, barracks, or home, unless 
he is ordered to do so. He knows no moder- 
ation, knows not the importance of body cleanli- 
ness, neatness, is extremely careless, limited 
tolerance, and is inactive. 


His co-ordination of thought and reasoning 
ability is weak, his moral is in most instances 
along the line of persuasion, may be wicked, 
untruthful and profane. 


Although his physical development may ap- 
pear perfect, he lacks co-ordination of muscle 
force. Were he to realize his muscular force 
he could accomplish the same amount of labor 
with less exertion. 
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The fact of living in congested homes with 
the fear of proper ventilation and out door life 
is accountable for the frequency of respiratory 
diseases and tuberculos:s resulting in a high 
death rate. Fortunately our system of social 
service and house to house investigation has im- 
proved their struggles to a lesser degree, and in 
many instances has educated them for their 
own protection. In the American E. F., the 
death rate amongst the colored troops has been 
very high during the epidemic of influenza, 
broncho-pneumonia complicating practically 
every case, resulting in many fatalities. 


The frequency and predisposition of the 
negro to respiratory disease can be accounted 
fro by the fact that originating from a warm 
climate he fears the cold weather, therefore at- 
tempts to hug the stove so that when he steps 
out into cold air contracts respiratory ailments. 
He eventually becomes a habitual complainer, 
seldom knowing limitation. In most instances 
his ills are minor and superfic:al, requiring no 
treatment other than suggestion. | 


Malingering is less frequent with the negro 
than it is with the white race, for when once the 
doctor learns to handle the negro, and under- 
stands the limitation of his mental intelligence, 
he finds no difficulty in treating his ills. The 
negro is a lover of sympathy, and when spoken 
to with tranquillity he is contented, forgets his 
trouble, and goes on about his duties. On the 
whole the negro is very superstitious in view 
of this suggestion is of great importance. Bet- 
ter results are in most instances obtained with 
kindness, treat a negro harsh, continue to ride 
him, as is said, he becomes wicked. He fears 
no punishment, and in view of this is difficult 
to manage. However he being possessed of a 
religious mind, fears God. He is constantly 
heard to sing, pray and preach religion to his 
fellow men, adhering to the same subject. He 
is more or less indifferent, is predisposed to 
hallucinations and delusions. His insight to 
life on the whole is poor and limited, failing 
to see beyond his present status and surround- 
ings. 

He is very emotional, therefore a religious 
maniac in many instances, resulting in a class of 
negroes known as the Holy Rollers or Holy 
Jumpers. Having a poor memory is conse- 
quently forgetful, thus necessitating frequent 
repetition of routine. Has no will, no self 
dependence, cannot rule or contro] desires. As 
they lack the control of personality, are defi- 
clent in thinking, feeling and acting power. 
(1) (Kraeplein) It is of a common occur- 
«nce for a negro to complain of a peculiar feel- 
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ing in his head. In a small detachment of 
colored men, one momentarily developed a 
violent mania with a peculiar hallucination. 
His desire was to run shouting that someone 
was after him with a knife, taking eight husky 
negroes to manage him until it was possible 
to tie him down properly for transportation 
to a hospital. He was later brought before a 
special board of medical officers and found in- 
sane. Suggestions to the negro are much 
value, and infrequently will settle his mind. 


(2) “Greisenger” (prior to 1850) describes 
a, circular psychosis such as is frequently ob- 
served in the negro. 


(3 & 4) “Palret” was the first to describe 
circular insanity as a typical combination of 
mania and melancholia, while “Baillargers” 
was the first to emphasize the close connections 
between maniac and depressive psychosis, as 
expressed in his nomenclature “folie a double 
form.” 

The psychos's is periodic and can be observed 
in a large number. The maniacle type pre- 
dominates in most instances. He is loud yells, 
shouts, and sings, whenever possible, especially 
so during periods of. relaxation, at times they 
develop a crim nal attitude, and a most non- 
sensical dispute will lead to violence amongst 
themselves, thus resulting to some form of in- 
jury in one another at times of a serious nature. 
Their implements as a rule are sharp instru- 
ments, such as knives and razors, producing 
bodily harm, and sometimes death. This is a 
stage of violent mania. The periods of mel- 
ancholia are characterized by silence, and when 
questioned will fail, or refuse to answer or 
offer a reason for their silence or depression. 
The reaction of the average negro’s mind is 
very sluggish. Many are worried about them- 
selves without any reason. They develop habit 
form ideas, such as will bring them daily to 
the infirmary for treatment. Suggestions will 
in many instances, relieve them of their anxiety. 


The importance of repeating to them facts is 
beyond estimation, for they are most observant 
to that which pertains to their own individual 
self. They will develop routine habits, and are 
quite sincere in living up to such, as for ex- 
ample (the attention of the teeth), clean their 
teeth after every meal, and in many instances 
when unnecessary. Few will be very careful 
about body cleanliness, bathing frequently, while 
the majority must be forced to bathe. They 
have no conception of the importance of bath- 
ing, and the cleanliness of the skin. They are 
as a rule, willing and attentive to advice, but 
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unfortunately have not the mental intelligence 
to comprehend the importance. 

Whether this is due to negligence or mental 
insufficiency, is difficult to decide. However, 
in my opinion, the latter is the underlying fac- 
tor in general Their criminal attitude is 
momentarily never considered as grave, for in 
most cases after a quarrel, the men will defend 
each other by stating that they were only fool- 
ing, while in reality, they were in earnest. In 
one case when two had fought against each other 
with razors, one having been severely slashed, 
and when questioned, made the following re- 
mark “We were only fooling and accidentally 
fell on the razor,” this may sound ridiculous, 
however such is of frequent occurence. 

They are seen to associate together shortly 
after their quarrel, for apparently there re- 
mains no permanent enmity amongst their own 
race. Their general attitude of mind is that of 
pessimism, and only optimistic with their re- 
ligious mind where the latter predominates. 

Of the total number of colored men under 
my observation, I have found that only two per 
cent can read and write with a limited amount 
of intelligence, while of the remaining ninety- 
eight per cent. most of them write their names 
with difficulty, while others are unable to even 
accomplish that. This latter statement was 
verified during the act of signing the payroll, 
and observations made. To overcome their 
ignorance, they request the man in charge of 
the signing to do so for them, while they signify 
by a mark. ; 

I have also observed that the negro of the 
medical corps of the army is possessed of a 
higher intellect and intelligence, in that of 
those under my personal observation, eighty 
per cent. read and write with much intelligence, 
while the remainging twenty percent are limited 
to name only. Evidently the men of the 
Medical Corps are assigned in accordance to 
their qualifications, in view of the fact that 
it requires one with sufficient intelligence to 
advise and treat the sick. 


TABLE OF THE AVERAGE NEGRO’S INTELLIGENCE. 


Those who can read and write with limited 
intelligence 

Those remaining of whom most write name 
only 


AS COMPARED TO THOSE IN THE MEDICAL CORPS. 


To conclude, I am pleased to add I have 
personally enjoyed service amongst the negro, 
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their direct associations and in their environ- 
ments was the only means affording a study 
and observation of their mentality and intellect, 
and their ability for matters general as com- 
pared to the white race. The results obtained 
are in my estimation satisfactory. 

It is needless to say that this war was of in- 
valuable importance in the step it took to edu- 
cate and elevate the life of the negro race. The 
requirements of the army in so far as sanitation 
and hygiene are concerned, has taught the negro 
what is meant by cleanliness and the correct 
mode of living. Not only has the army bene- 
fited the negro along the lines mentioned, but 
it has educated every one in the United States 
for the training in matters of sanitation and 
hygiene will automatically reach the home of 
every man and woman who has served in the 
United States Army, regardless of what capac- 
ity, during this war, whether it be Army, 
Marine, A. R. C., Y. M. C. A., Nurse Corps, 
ete. 

SUMMARY. 


1. That the average negro is inefficient in 
mental development, resulting in their lack 
of intelligence and neglect. 

2. That the negro is not a difficult subject 
to manage if properly studied and observed, for 
realizing that he is predisposed to be pessimis- 
tic, suggestions at whenever possible are of 
great value in obtaining results. 

3. Sanitation, hygiene and personal clean- 
liness can be established with the negro when 
approached to him in the proper manner, mak- 
ing facts impressive and simplified by explan- 
ation. 

4.. Compulsory or obligatory schooling is 
of most necessity for the colored race. It is 
my belief that every negro family should be 
investigated as to how they rank in school edu- 
cation as compared with the white race. Not 
only this, but it is the duty of every citizen of 
the United States to possess a knowledge of the 
English language. 

5. That the negro is subject to disease, es- 
pecially so to tuberculosis, more readily than 
the white, is due to their mode of environment, 
congestion and denial of modern home facili- 
ties; hereditary habits play an important role. 
To improve this race can only be accomplished 
by a canvass of their homes and environments. 

6. Finally this war and conscription has 
been of invaluable benefit to the colored race 
in that it has without doubt improved his mode 
of living by continual training and force of 
observing rules and regulations. The army life 
has raised the standard of their intelligence 
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to an unmeasurable degree that not alone will 
improve them, but they will no doubt impart 
the importance of their teachings to their fam- 


ilies. The army life has made them to be bet- 
ter citizens, taught them the necessity of sani- 
tation and hygiene, has impressed them with 
what is meant by body and sexual cleanliness, 
and prevention of disease and lastly, the im- 
portance of a school education. 

This war has enabled the Government of the 
United States to make a thorough study. and 
observation of their great melting pot. to 
bring home to every citizen the knowledge and 
value of the prevention of disease, by their 
teachings of sanitation and hygiene and to 
make the people of the United States a better 
and stronger nation, mentally, morally and 
physically. 
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X-RAY EXAMINATION IN RELATION 
TO THE GENERAL CASE RECORD.* 


A. W. Crane, M.D., 
KALAMAZOO, MICH. 


I have been asked to talk upon the interpre- 
tation of x-ray plates of the viscera, especially 
the lungs, stomach and bowels. I will endeavor 
to restrict my remarks to these subjects. Books 
have been written upon them. Never mind. I 
will leave the details largely to the books and 
give you in the fifteen minutes at my disposal 
some of my personal opinions regarding the 
diagnostic requirements as illustrated by the 
roentgenology of pulmonary tuberculosis, peptic 
ulcer and gastric carcinoma. 


In clinical medicine tuberculosis holds such 
a preponderance over other chronic pulmonary 
diseases that if the lungs are found affected in 
any respect the diagnosis by common assent 
remains tuberculosis until proven otherwise. In 
x-ray work this clinical practice has profoundly 
influenced the interpretation of plate and screen. 
Before the influenza made its appearance, this 
method of labeling chronic lung affections 
would prove correct in at least 19 out of 20 





*Read before the Northern Tri-State Medical Asso- 
‘ation, 47th Meeting, Kalamazoo, April 8, 1920. 
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cases. The error involved is doubtless a widely 
fluctuating one. The increased skill in the 
physical examination has introduced another 
factor of error. The clinical diagnosis of in- 
cipient tuberculosis is not infrequently made in 
the absence of cough or sputum. Such cases 
are referred to the roentgenologist for confirma- 
tion. Under these circumstances the roentgen- 
ological opinion may vary so greatly that the 
clinician may finally regard it as worthless. 


The reasons are these: The white race is 
a tubercularized race. Our experience corrob- 
orates the estimate that 90% of adults show 
pulmonary signs of former tuberculosis on the 
x-ray plate. The roentgenologist therefore can 
find tubercular deposits in the lungs of about 
90% of patients. The problem is not the de- 
tection of tuberculosis changes in the lung 
tissue, but the discrimination between old 
quiescent lesions and fresh active lesions, or 
between old quiescent lesions and the same 
type of lesions which are undergoing recrude- 
scence. Morover pulmonary tuberculosis does 
not conform to one pathological type. We may 
be dealing with a bronchial type, a lymphatic 
type, or a parenchymatous type. .Also the dis- 
tribution of the infection produces a farther 
variation in the mode of development. Thus 
the hilus, the apical, the lower lobe and the 
pleuritic effusion cases confront us. 


‘How irrational then is it to look for some 
one distinctive pathognomonic sign on an x-ray 
plate! It is apparent that the true diagnostic 
requirement necessitates a study of the case— 
a case history, symptomatology, physical and 
laboratory findings; the mode of infection and 
development, the pulse and temperature records. 
Then and then only can the x-ray plates be 
interpreted with discrimination and judgment. 
But when all this is done we find that in a large 
proportion of early cases the x-ray interpreta- 
tion is still indecisive regarding activity. 

This is not a fault but a limitation of the 
x-ray method. The x-ray plate is a record and 
an exquisite analysis of densities. It will show 
an infiltration too slight for the most delicate 
percussion; it will reveal an involvement of 
both lungs so symmetrical as to deceive or leave 
uncertain the most practiced examiner; it will 
show bronchial or lymphatic lines of thickening 
or beading utterly beyond the refinements of 
present day physical diagnosis; it need never 
miss consolidation, abscess, cavity, infare or 
tumor; it leaves no doubt concerning pleuritic 
exudate or pus whether or not the exploring 
needle has been employed; it encounters no 
difficulties regarding pneumothorax whether post 
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operative or by bronchial communication. 
Mediastinal involvement, adherent pericardium, 
diaphragmatic adhesions and in fact every 
thoracic consequence of tuberculosis whether 
common or rare which causes changes in density 
of tissue can be studied in satisfactory detail. 
It gives incomparably the most precise, the most 
minute and the most extensive information of 
any single clinical method. But it cannot re- 
place the microscope in the pathological. diag- 
nosis of tissue changes, it cannot substitute the 
bacteriological diagnosis of the microbic cause 
of a disease and it must not be used to exclude 
the clinical study of the activity of a disease 
process. 

As unreasonable expectations are swept aside 
the x-ray becomes increasingly helpful. We 
may then see indications rather than proof of 
activity in the thickening of certain trunk lines, 
in the beading, in the soft parenchymatous 
blurring, in the nebulous envelop of calcified 
foci and in the presence of pleuritic exudate. 
Serial plates at reasonable intervals may some- 
times be possible for comparison whereby a 
progression of lesions may be demonstrated. 
New signs may develop. We are now collabor- 
ating with Dr. Shepard on a sign of the speci- 
ficity of pulmonary lesions by the reaction in 
the lung tissue following tuberculin injections. 
The old sign of specificity is the calcification 
of a focus. The tubercle bacillus is a special 
incitor of calcium deposits. We may recognize 
signs of old quiescent lesions in the calcifica- 
tion of hilus glands and lymph nodes in the 
lung fields and in the thickened remains of an 
old pleuritic effusion. But an acute non-tuber- 
culous inflammation may be superimposed up- 
on old inactive tuberculous remains, renewed ac- 
tivity may be concealed in the hilous deposits, 
and a clear straw colored exudate may result 
from a mediastinal growth that may look not 
unlike hilus tuberculosis. Calcification in lung 
tissue may result from the inclusion of any dead 
tissue or substance such as the remains of ab- 
scess, hemorrhages, exudate or foreign sub- 
stances inhaled, including metallic or mineral 
dust. Pneumokoniosis may stimulate it. Also 
a disturbance of the calcium metabolism of the 
body as in a carcinoma or syphilis of the bones 
may result in pulmonary calcic deposits. The 
dictum is thus enforced:—The x-ray findings 
belong to the clinical history and the diagnosis 
should be reasoned from a correlation of the 
data. 

Gastro-Intestinal Tract. The x-ray examin- 
ation of the alimentary tract forms the most 
brilliant chapter in the history of contemporary 
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med cine. Unlike the lungs, this tract was not 
by nature ready for the eye of the roentgen- 
ologist. It required a filling or coating with 
some substance visible on the x-ray screen and 
plate. The first suggestion of the use of bis- 
muth for this purpose came from an American, 
Dr. Hemmeter, and the first study of the stom- 
ach in an animal by the x-ray, using this sub- 
stance, was by Cannon of Boston. Close upon 
this memorable exploit Williams of Boston as- 
sisted by Cannon first examined human patients 
by the bismuth method. After a lapse of five 
years Reider of Berlin began using the same 
method and forgetting Williams and Cannon, 
Germany was given credit for discovering the 
use of bismuth in the examination of the gastro- 
intestinal tract. 


After it was handed back to us from a for- 
eign source American roentgenologists took up 
the study with an enthusiasm which has never 
waned. At the present time, however, 
bar:um sulphate has replaced bismuth salts as 
the most inert, abundant and _ inexpensive 
substitute for x-ray purposes. With either 
bismuth or barium it became __ possible 
to study by the x-ray what is in fact a mobile 
cast of the inside of the stomach and intestines. 
It is not the stomach or intestines itself but 
this barium cast which possesses x-ray visibility, 
The shape, size and position of the stomach, 
the most delicate peristalsis, any deformity of 
stomach outline due to a disease of the gas- 
tric-wall or to adhesions, scar-tissue, spasm or 
indentation of any tumor or organ outside of 
the stomach can be investigated with a direct- 
ness beyond the wildest dream of the old 
masters of medicine to whom the transmuta- 
tion of metals and the philosopher’s stone 
seemed rational. 


The palpation and manipulation of the ab- 
dominal contents by the hand beneath the 
fluorescent screen under x-ray illumination 
gives not only direct information unobtain- 
able by any other method but also gives an ex- 
traordinary precision to the palpation and per- 
cussion of the abdomen in the regular clinical 
manner. ‘The localization of points of pain or 
tenderness with reference to the viscus beneath 
is made as definite as it is possible to make a 
sign which is psychologically uncertain and yet 
which clinicians never cease to depend upon. A 
soreness over the appendix, the gall-bladder, 
the stomach or the duodenum may bring into 
question the reliability of the sensory testimony 
of the patient but not the reliability of x-ray 
localizaion. 


The chief function of the barium method is 
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the detection of a peptic ulcer of stomach or 
duodenum and of cancer of the stomach. Gas- 
tric ulcer inhibits peristalsis to a large extent 
over the whole stomach and completely over 
the site of the lesion. On the side opposite 
the ulcer the stomach wall is likely to be drawn 
into a deep narrow contracture called an in- 
cisura due to the irritation of the transverse 
muscle fibres. At the site of the ulcer there 
may be a small protrusion, the nitchen sign. 
The coats of the stomach may be nearly or quite 
perforated but unless such a perforation. is 
sudden and acute under pressure, the contents 
of the stomach do not escape but form a pocket 
along the stomach wall. This nichen, with or 
without the incisura and pocket, is close indeed 
to being an unequivocal sign of gastric ulcer. 
But peculiar forms may result from adhesions 
and cancer of the stomach may be accompanied 
by a malignant ulceration with an organic 
hour-glass also sometimes similar to the spas- 
modic incisura. The incisura may frequently 
be present without either ulcer or cancer. 


This brings us again to the real burden of © 


this paper which is to insist that a diagnosis 
requires a correlation of the x-ray evidence with 
_the clinical and laboratory findings. A single 
illustration will point the moral without adorn- 
ment. We may select a ease with a palpable 
tumor and with symptoms and laboratory find- 
ings suggestive of cancer of the stomach. By 
the x-ray we find a constant filling defect in 
the gastric contour which by palpation co- 
incides with the tumor. Can we diagnose such 
a case as cancer of the stomach? It is fair to 
assume that such a diagnosis would be correct 
in more than 19 out of 20 cases. But syphilis 
of the stomach can mimic every detail of can- 
cer clinically and roentgenologically. A Was- 
sermann reaction is of great value but this is 
not unequivocal. A patient may have a posi- 
tive Wassermann and yet have cancer. Also 
a patient can have a negative Wassermann and 
vet have syphilis. The diagnosis thus remains 
often in the last analysis a matter of probabili- 
ties and of professional judgment. 


One of the best points in the differentiation 
between syphilis and cancer of the stomach is 
to turn on the light and look at the patient. 
If he ought to have only a few months to live 
according to the x-ray signs and yet is fairly 
well according to appearance, syphilis is likely 
to be the correct diagnosis. 

So important does this confusion of cancer 
and syphilis of the stomach appear to us, that 
in all cases diagnosticated as gastric carc:noma 
we advise antisyphilitic treatment in hopes that 
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a small per cent may be saved. But we would 
not advise a postponement of the surgical treat- 
ment on this account in any operable case, 
because the medical and surgical procedures 
are not incompatible. 


The x-ray examination has reformed the 
clinical diagnosis of duodenal ulcer. The half- 
confessed inability of clinical authorities to dis- 
tinguish gastric from duodenal ulcer is. still 
seen in the heading of chapters Peptic Ulcer 
under which both gastric and duodenal ulcer 
are discussed. Gastric ulcer until a few years 
ago was supposed to be common and duodenal 
ulcer rare. The x-ray conclusions supported 
by operative findings, especially at the Mayo 
Clinics, showed duodenal ulcer to be the move 
common and to outnumber gastric ulcer ten 
to one. The duodenal ulcer demonstrated by 
the x-ray may be overlooked by the surgeon 
who is not experienced in this particular field. 

The one most positive x-ray sign is a deform- 
ity of the duodenal bulb or first portion beyond 
the stomach, which is embryologically a part 
of the stomach. This is the site of the vlcer 
in at least 95% of cases. In these cases there 
is a pecuhar deep, rapid bisecting gastric 
peristalsis with rapid initial emptying. This 
may result in complete emptying of the stomach 
in an hour more or less but more often there is a 
later pylorospasm witha six hour gastric residue. 
Carman considers the duodenal type of per- 
istalsis with normal stomach contour, and with- 
out pyloric obstruction but with a six hour 
res:due, characteristic of duodenal ulcer whether 
or not bulbar deformity is present. In our own 
work we consider a good ulcer history and 
gastric hyperacidity necessary for an unequi- 
vocal diagnosis of duodenal ulcer. Adhesions 
to the gall-bladder may cause deceiving and 
persistent deformities of the duodenal bulb anc 
a reflex focus in an irritable appendix or gall- 
bladder a pylorospasm with a six hour gastric 
residue. 


Pylorie obstruction is perhaps the most ob- 
vious condition within the gastro-intestinal 
field. The obstruction type of peristalsis is 
almost pathognomonic. Antiperistalsis when 
observed is a valuable sign of pyloric involve- 
ment. But the size of the stomach, the half- 
moon 24 hour residue and the final peristaltic 
quiescence of exhaustion completes the x-ray 
picture. ‘The cause of the obstruction is more 
likely to be ulcer than cancer. Carcinoma ex- 
cepting in the late stages, is associated with 
a gaping pylorus and very rapid emptying, ir- 
respective of the location of the cancer. If the 
cancer is at the pylorus, the orifice is likely 
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nevertheless to be widely open and stiffened 
so that closure is impossible. Later of course 
the growth may obstruct. The examination of 
the gastric juice is of great value in differen- 
tiating between ulcer and cancer in these cases. 
The practical conclusion however is likely to be 
operability rather than any diagnostic differ- 
entiation. 

Pneumoperitoneum although bringing about 
a realization of the popular ideal of the x-ray 
examination of abdominal organs has not con- 
tributed to the determination of ulcer or cancer 
of stomach duodenum. 

The multiplication of examples would en- 
force the interdependence of the clinical and 
x-ray findings. Beware of the pathognomonic 
sign. It is rare, elusive, often brilliant, more 
often deceptive. Beware also of probabilities 
in the disguise of facts. Guess-work however 
shrewd and with however large a percentage 
of accuracy is not the ideal of medical diagno- 
sis. 





CASE REPORT: 


PERFORATED GASTRIC ULCER. 
DISCUSSION. 


Frep’k C. WarnsuHuis, M.D., F.A.C.S., 
Ursus V. Porrman, M.D., 


GRAND RAPIDS, MICH. 


HISTORY. 


E. M.—Age, 28. Married. Occupation, Truck- 
man. 

(1) Complaint—Pain in abdomen. 

(2) Family History—Negative. Father, moth- 
er, brothers and sisters living and well. 

.(3) Past IllIness—Has had diseases of childhood 
measles and whooping cough, but no other ill- 
ness except present illness. (Note below). 

(4) Personal History— 

(a) Head and Neck—Negative for history 

of diseases. 
(b) Chest—- Lungs, no illness relative lungs. 
Heart, no illness relative heart. 

* (c) Abdomen, Stomach — Appetite always 
good; does not eat rapidly or overeat because 
it causes too much gas. Thirst not excessive. 
Indigestion—has had stomach trouble for four 
years, and for two years has eaten mostly eggs 
and milk and no meat because meat makes more 
gas on his stomach. Belches considerable. No 
heart burn; sour stomach only when he vomits, 
then vomitus is sour; never nauseated; vomits 
very often immediately after meals, desire comes 
quickly, without pain and vomiting is easily done; 
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not projectile in type; never saw any blood in 
vomitus, only undigested food; does not vomit 
with change of position. Has never taken any 
medicine for relief of indigestion, but simply has 
changed his diet. No pain after eating. Never 
has had pain in the abdomen; has only gassy, 
full feeling which usually comes immediately 
after eating. Has never noticed any tenderness 
of abdomen. Has never awakened at night with 
pain or vomiting. 


‘Intestines—Not constipated; does not take a 
cathartic oftener than once in twos months. 
Never had diarrhea or hemorrhoids. Never 
saw bloody, clay colored, or tarry stools. 

(5) Extremeties—Negative for diseases. 

(6) Genito-Urinary—Urination normal; no pain, 
frequency, blood or nocturia. Venereal diseases 
and sores and discharges denied. Wife has had 
no miscarriages. No children, married two 
years. ‘ 


(7) Mental Disorders—None. 


(9) Operations—Was operated four years ago 
for hernia with undescended testicle, at which 
time his appendix was removed. 


(10) Present Illness—Began yesterday just 
before stopping work, with cramp-like pains over 
abdomen. Pains were not localized but general. 
He thinks more severe low down. The pain was 
transient but hard enough so that he had to stop 
work and sit down and double up. He did not 
feel nauseated or vomit or notice particular ten- 
derness. He went home, ate his supper as usual, 
(eggs and milk), and took castor oil. This morn- 
ing did not feel well so stayed at home. He had 
a gassy feeling, no pain, no nausea, no vomiting. 
Ate his breakfast, had one small bowel movement, 
urinated as usual. Ate lunch of milk and eggs, 
had no distress but felt full, thinks he had more 
gas than usual. Was up and dressed, when sud- 
denly, about 4:30 o’clock this afternoon, was 
taken with intense pain in abdomen near the 
umbilicus; it was so severe that he broke into 
cold sweat and doubled up, lying down. The 
pain was not refered but stayed in abdomen near 
umbilicus and was constant, not cramplike as 
yesterday, was not nauseated or did not vomit. 
His wife called our office and at five o’clock he 
is seen and examination made. Pain is almost 
gone now. 


PHYSICAL EXAMINATION. 


(1) Made at 5 o’clock p. m., April 17, 1920. 
Dorsal position, lying dressed on a couch. Well 
nourished, slender, pale but not in pain. Weight 
148. Height 5 ft. 614 in., tem. 98. Pulse 74. 

(2) Head and Neck—Negative for disease. 

(3) Chest—Breathing is entirely costal. No 
difficulty. Rate 22. No dullness, fremitus, breath 
sounds vesicular. 

Heart—No disease. Rate 74. Blood pres- 
sure on palpation not high. Arteries elastic. 

(4) Abdomen—lIs flat. No abdominal respir- 
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On palpa- 


ation, no peristalsis or tumors seen. 
tion the muscles are tense; tenderness general 
over entire abdomen but most marked over 


caecum and McBurney’s point. Liver, gall blad- 
der and spleen not felt. There is no dullness or 
tympany on percussion, but percussion over 
caecum gives considerable pain. Changes in 
position make no difference in general examina- 
tion. There is an operative scar at outer border 
of lower end of right rectus. Rectal examina- 
tion not made. 

(5) Genito-urinary—Negative. 

(6) Extremities—Show no disease. 
Diagnosis—Not made. 
Recommended—Moist heat to abdomen, 

enema, absolute quiet, no medication. 


Subsequent Care— 

7:30 p. m. 2 hours later. 

Drs. F. C. Warnshuis and U. V. Portman. 

Patient lying in bed in dorsal position, says 
he feels better; is mentally alert, no pain but a 
full feeling. Respiration, costal, rate 22. Temp. 
99.1. Pulse 82. Says there was a little result 
from enema. No flatus. Urinated without diffi- 
culty and no blood seen in stool or urine. Ab- 
domen is now distended, general muscle rigidity, 
tenderness marked over caecum, on pressure over 
sigmoid pain is referred to caecum. Percussion 
over entire abdomen is tympanitic and causes 
pain over caecum. 


Recommendation-—Immediate Pa- 
tient acquiesces. 

10:30 p. m. 5 hours later. 

After delay due to ambulance, patient is ex- 
amined on operating table. Has no pain but full 
feeling. Abdominal distension about the same. 
Pulse 88. Abdominal muscles tense but tender- 
ness is now definite in right upper quadrant and 
epigastrium. Upper segment of right rectus is in 
contraction and tenderness most marked along 
rectus. 


operation. 


Pre-operative Diagnosis— 

(1 Gastric Ulcer, perforated with peritonitis. 

(2 Gall bladder, perforated with peritonitis. 

(3) Obstruction. 

Operation— 

(1) Began 11 p.m. Ended 11:45 p. m. 

(2) Anaesthesia—Ether. 

(3) Incision—Right rectus, above umbilicus 
from costal margin to umbilicus. Muscle split. 
Very free bleeding on incision. Peritoneum was 
found slightly thickened. On opening yellow 
serous fluid seen. Omentum markedly congested 
and lymphatics seen as fine white threads cover- 
ing omentum and mysentery. Stomach found at 
once. Was congested, not distended. On palpa- 


tion a tumor the size of a lemon found on less 
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curvature, pre-pyloric. On inspection a_ red 
tumor covered by one fourth inch of plastic 
lymph with a hole which admitted the end of a 
curved hemostat was found. The condition was 
a perforation of a pre-pyloric ulcer. The ulcer 
surface was very friable and bled very easily. 
Ulcer perforation was closed with a purse string 
and an overlapping of catgut, without disturbing 
the plastic lymph. Gastroenterostomy, posterior, 
done in the usual way. Mucosa red and oedemat- 
ous. Size of stoma, about two and one-half 
inches. Linen sutures in peritoneum and catgut 
for musculosa and mucosa. Gall bladder inspect- 
ed and found normal. A soft rubber drain placed 
in the lesser peritoneal cavity and near ulcer 
Closure made in the usual way. It was 
noted on closing that the peritoneum had in- 
creased in thickness and friability since beginning 
of operation. 
(4) Post-operative Diagnosis—Gastric 

pre-pyloric, lesser curvatured, perforated 
lesser peritoneal cavity. 


area. 


ulcer, 
into 


(5) Progress—Patient was discharged from 
hospital two weeks after operation. Recovery 
smooth with no untoward complications. Drain 
removed fourth day. 


DISCUSSION. 


This case is of special interest to us, coming 
so soon after our recent discussion at the last 
Society meeting. Also it was somewhat atypical 
in history and in physical findings. 

Bearing in mind our history and findings we 
had to consider several conditions: 

(1) Appendicitis could not be entirely ex- 
cluded, although there was a history of removal 
of the appendix by a reputable surgeon, because 
the incision was in a peculiar place, where the 
appendix was seemingly out of reach and symp- 
toms and findings were indicative. We thought 
the patient might have been mistaken about 
the removal of his appendix. 

(2) Kidney disease was excluded because 
of lack of kidney history, typical pains, or urin- 
ary symptoms or signs. 

(3) Messenteric thrombosis was considered 
but cases of this condition seen, have had a 
history of recent injury or a definite focal in- 
fection, besides a clear record as far as abdomin- 
al conditions are concerned. The pain comes 
on suddenly, is intense with circulatory dis- 
turbance, shown quickly by rapid pulse. 
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(4) Gall bladder disease was seriously con- 
sidered. We thought of rupture of a gall blad- 
der. There was no history of previous typhoid 
or other general infectious disease, no jaundice, 
pain or tenderness, but with indefinite stomach 
story, the gall bladder had to be considered. 

(5) Obstruction—Was a serious consider- 
ation and might be from a torsion of omentum, 
or strangulation from adhesions or intussucep- 
tion, but the man’s bowels had moved in the 
morning after his dose of oil; there was no 
tumor and onset was a sudden acute condition. 

(6) Pancreatitis acute—Could not be ex- 
cluded, but is comparatively rare and seldom 
diagnosed except at operation. 

(7) Stomach—The most probable condi- 
tion was an acute stomach of some nature. 
There was a definite history of stomach trouble 
but the absence of a real ulcer history which 
one expects was confusing. 

Gastric ulcer statistics are confusing and of 
doubtful value because of difficulties of differ- 
ential diagnosis. These ulcers cause death in 
about one-half of one per cent. of all cases. 
They occur at all ages but almost half are seen 
between the ages of twenty and thirty. Statis- 
tices as to percentage of ulcers that perforate 
are extremely variable. The extremes being 
from 1.1% to 18%. ‘Thirty-five per cent. oc- 
cur on the lesser curvature. ‘Twenty-eight per 
cent occur on the posterior wall and fourteen 
per cent occur at the pylorus. Other sites 
average about five per cent. 

General peritonitis is the usual sequel of 
perforation and its extent naturally depends 
upon the chronicality of the condition. If ad- 
hesions and omentum have had time to wall 
off the acute ulcer, the resultant soiling of the 
peritoneum after perforation is less. The ex- 
tension of peritonitis may occur in all direc- 
tions and involve any or all abdominal viscera. 

The symptoms and signs of perforation are 
characteristic only early before the condition 
is masked by peritonitis. The history of course 
is of extreme value, but English cites eleven 
of fifty cases of perforation with no stomach 


history. Pain is the earliest symptoms and 
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occurs suddenly, usually extremely severe but 
several cases reported walked into the hospital 
The length of time which the pain lasts is de- 
pendent upon the amount of stomach contents. 
If there is little in the stomach at the time of 
rupure, the pain may soon pass away. It is 
also dependent upon the size of perforation as 
the larger hole permits more contents to ex- 
travasate. The location of pain is as one would 
expect in the epigastrium. Collapse and pros- 
tration follow but not necessarily immediately 
and depends upon the amount of hemorrhage 
and extravasation into the peritoneal cavity. 
Vomiting is frequent and dependent upon the 
amount of material in the stomach and the size 
of the perforation. The pulse is usually ac- 
celerated especially in the severe attack but may 
be slowed later until peritonitis has developed, 
when it will take the usual rise with developing 
fever. The abdomen at first, flat and tense, 
becomes distended later with inflammation. 
Tenderness of the epigastrium or hypochrond- 
rium is constant and spreads. 

Tn five cases of perforation, I have seen these 
so-called characteristic signs and symptoms were 
present in all, but in this case reported there 
was a confusion of evidence. Of these five 
cases there was one death and this death due 
to delay in operation. Twenty-four hours had 
elapsed since rupture, and the man, aged 62, 
was a poor operative risk. Wm. Mayo, once 
stated that the mortality increases 10% for each 
hour of delay. : 

The operation of choice is, of course, excision 
of the ulcer and probable gastroenterostomy, 
with drainage. The treatment of the ulcer 
area depends upon circumstances. In this case 
reported it was impossible to excise the ulcer, 
therefore it was thoroughly enclosed and 
gastroenterostomy done. Recurrence of the 
ulcer and second perforation may occur. In 
duodenal ulcer, recurrence is frequent and 
necessitates partial gastrectomy and gastroenter- 
ostomy in every case of perforation recurrence, 
but also because of the decrease in the size of 
the lumen of the duodenum when the ulcer is 


excised or enclosed. 
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Editorials 





A. M. A. MEETING—-NEW ORLEANS. 


The New Orleans meeting of the A. M. A. 
resulted in an attendance of 3800 members, a 
splendid series of sectional meetings that were 
well attended, presenting papers that were of 
interest and excited discussion. The House of 
Delegates expedited its work of passing upon 
the many reports of the various Councils, stand- 
ing committees, trustees and officers. Dr. 
Hubert Work, of Pueblo, Colo., was elected 
president and Dr. Isador Dwyer, of New Or- 
leans vice-president. Dr. Alex R. Craig was 
re-elected secretary in recognition of his con- 
tinued able and splendid services. Dr. Dwight 
L. Murray, former vice-speaker was elected 
speaker of the House of Delegates and Dr. F. C. 
Warnshuis vice-speaker. 

In spite of a little wavering in the Reference 
Committee, the following resolution was re- 
ported out and unanimously adopted. 

RESOLVED, that the American Medical As- 
sovtiation declares its opposition to the institu- 
tion of any plan embodying the system of com- 
pulsory insurance against illness, or any other 
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plan of compulsory insurance which provides 
for medical service to be rendered contributors 
or their dependents, provided, controlled or 
regulated by any State or the Federal Govern- 
ment. 


The American Medical Association has thus 
made a definite expression of its attitude in re- 
gard to compulsory health insurance. The re- 
maining activities will be imparted in our Dele- 
gates’ Report to be rendered at our annual 
meeting in Kalamazoo and will be published 
in our July issue. 


New Orleans was not an ideal place for this 
meeting on account of its limited hotel accom- 
modations. The much advertised entertainment 
features and Petit Mardi Gras while compre- 
hensive on paper was witnessed by only-a third 
of those in attendance on account of limited 
space and standing room only at that for the 
few who attempted to be present. The quar- 
ters of section meetings were fairly adequate 
but in each room where the larger sections con- 
vened it was extremely difficult to hear a speak- 
er. 

We venture to suggest that it would be a 
welcome provision if the executive officers of the 
Association employed an efficient section meet- 
ings manager who would be charged with the 


duty of each year perfecting the details 
for providing suitable lanterns and_ cur- 


tains, sounding boards, chart racks, blackboards, 
rostra, etc., thus assuring a uniform arrange- 
ment from year to year and thereby adding to 
the attractions of section meetings. One man 
should be charged with this duty. 

Michigan was well represented, a list of those 
who attended will be found under News Notes. 

Boston was selected for the annual meeting 
place in 1921. 

Our National Association is a wonderful, 
potent organization. Its plan of organization, 
tl. scope of its activities, its efficient executive 
officers, the influence it wields is a matter of 


pride. for every member. Its Journal is the 
greatest medical publication in the world. No 
physician can afford to not rece:ve it. In as 


much as our National Association is solely con- 
cerned in advancing the principles of public 
health, approved medical schools, medical edu- 
cation, elimination of patent and fake proprie- 
tary medicines, better hospitals, health legisla- 
tion, the uplift of the science, theory and prac- 
tice of medicine, surgery and their recognized 
specialties, the progressive welfare of all mem- 
bers of the profession—it becomes an obliga- 
tion on the part of every doctor to become a 
Fellow of the American Medical Association. 
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By virtue of your membership in your coun- 
ty society you are a member of the A. M. A. 
But in addition you should become a Fellow. 
We will be glad to send you an application blank 
upon receipt of request. You should subscribe 
your allegiance and support to the A. M. A. by 
applying for Fellowship. Apply now. 





HEALTH CENTERS—A REPLY. 

Editor’s Note: 

In our last issue we printed an Editorial on 
“Does Grand Rapids Need a Health Center.” 
This Editorial did not apply strictly to Grand 
Rapids; it was germane also to other localities. 
We are pleased to give space to the contribu- 
tion below. Dr. Jones has well pointed out the 
profession’s obligation and duty. Are we as 
physicians awake and do we realize the situa- 
tion? May we not have further discussion from 
some more of our members. The question is one 
of vital concern to all. 





Does Grand Rapids need a Health Center? 
Unless health conditions and social conditions 
are perfect in Grand Rapids, I’ll say she does. 
There is no question as to the necessity, in 
Grand Rapids nor in any other community, the 
only question which arises is as to the organ- 
ization, composition and control of such an in- 
stitution. A Health Center is needed for the 
benefit of both the medical profession and the 
layman. 

As society is at present constituted medicine 
must unfortunately be a business, though a 
business on a different basis than any other. 
It is a truism to say that medical service is 
a commodity the sale of which differs in every 
respect from that of other commodities, and 
trade in which must be subject to special laws. 
It is a commodity which must be obtained by 
practically every one at some time, and must 
be had at the time and in the quantity needed, 
regardless of other factors. There has been 
for years a gradually increasing sense of dis- 
satisfaction with the present system of medical 
service, a dissatisfaction affecting the thought- 
ful physician to almost as great a degree as the 
patient. The general social turmoil of today 
has made this more than ever apparent; and one 
thing has made itself very evident, that there 
must be some change in the present system. 
There can be no question that a change is com- 
ing, we have only to consider what direction 
this change will take, and whether it will come 
from within the profession or from without. 
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Will physicians who as a class will feel this 
change most, and who are best in position to 
point the way, continue to disregard the signs 
until new ways are forced upon them by ad- 
verse legislation, or will they wake up and take 
an interest in their own destiny? We are 
everywhere threatened with a flood of legisla- 
tion aimed at the improvement of medical 
practice. If not health insurance in some form, 
with the evils of contract practice, what is the 
next step? Will it be socialization of medicine 
through state control? One thing is evident, 
the public as a whole is not getting good medical 
service, in fact the great mass of people can no 
more afford good service than the physician can 
afford, under the present system, to give it. 
And it is equally evident that the interests of 
the profession are not to be conserved by its 
present attitude. Negation will get us no where. 
One local society after another goes on record 
against proposed changes, while what we need 
most is some constructive plan which we can put 
forth as an improvement upon these changes, 
some plan fair alike to patient and physician. If 
we do not produce such a plan, let us not think 
that any consideration for the profession will 
count against the good of the community. 

One such constructive step has been the es- 
tablishment of the Health Center, with its 
co-ordination of community medical, nursing 
and social service. No one of these things is 


new but the combination,'as a community enter- 


prise is, and it is through their combination 
that all are achieving a new success. It scarce- 


ly seems necessary to argue the advantages of 


combining these services. In the embryonic 
stage of the free or near-free clinic, the various 
and sundry hit-or-miss charity organizations, 
the privately financed pioneer community nurse, 
it was probably of advantage to have these dif- 
ferent organizations, each specializing in some 
narrow field. The growth of the work neces- 
sitates, from the standpoint of economy alone, 
that these organizations be combined, or re- 
stricted in growth; otherwise the overhead will 
be out of all proportion to the results obtained. 
How far this coalition is to be pushed is hard 
to say, but, at least in cities of moderate size, 
all organizations working toward a better dis- 
tribution of medical service, medical social ser- 
vice and nursing service should be under one 
head, since they are inter-dependent. In such 
an organization should center all public clinics, 
all public health nursing, medical social serv- 
ice, the medical work in the schools, a clinica! 
laboratory, and educational work aimed at the 
prevention of disease. 
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Such an organization will be of great ad- 
vantage to the physician in that it will provide 
the opportunity to care for many patients with 
the greatest ecenomy of time, will furnish an 
abundance of clinical material for study and 


will automatically broaden his education 
through the forced association with different 
specialists. It should provide a good medical 
library, certain scientific instruments and op- 
portunities for clinical instruction for the whole 
profession. . It should offer instruction to the 
student nurse in public health, school and dis- 
pensary nursing, which are highly specialized 
fields of nursing. It will afford to a large num- 
ber of people a type of medical service badly 
needed and not at present available in most 
places. There is no intention in this plan to 
supplant the private physician, but rather to 
supplement his work, more especially by making 
available the services of specialists to many, to 
whom such services have hitherto not been avail- 
able. The work of the Health Center will also 
to a large extent cover a field almost untouched 
by the medical profession at present, that of 
disease prevention, examination and advice 
aimed at the prevention of disease rather than 
at the cure of disease already present. 
To consolidate these various activities seems 
to me to necessitate that such an institution 
be under he control of the city department of 
health. Such a combination is a community 
affair and the expense should be borne by the 
community as a whole, which does not preclude 
the possibility of charging reasonable fees to 
those able to pay, nor compensating physicians 
who give part. of their time to the undertaking. 
The argument that it would be a political 
weapon is not a valid excuse. The people of a 
community have at all times the power to con- 
trol its politics and there is, as a general rule, 
no group in which party politics plays as great 
as great a part as in medical affairs under con- 
trol of the medical profession. It would scarce- 
ly be advisable in my opinion to attempt to put 
over such an organization as is proposed for 
Grand Rapids at one stroke. Both public and 
physicians have to be educated up to it, but 
once let a start be made and its growth will 
take care of itself. 
Lafon Jones, M. D. Flint, Mich. 





IMPROVEMENT IN HOSPITAL SERVICE 


Every state medical association in the United 
States has its part in the present universal 
movement for the betterment of hospital serv- 
ice. Every association now has its own com- 
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mittee which is studying the hospital situation 
in its state in co-operation with the Council 
on Medical Education of the American Medical 
Association. The Council has obtained, through 
reports, correspondence, and other methods, 
data relative to all hospitals in the country and 
each state committee has been supplied with 
the data relating to the institutions in its state. 
Through their closer familiarity with the hos- 
pitals, or by inspections the state committee is 
in excellent position to verify these data and to 
make a reliable report to their state association 
and to the Council. 


For convenience and in order to secure uni- 
formity of reports from the forty-eight com- 
mittees regarding the relative efficiency of hos- 
pitals, blanks furnished by the Council call for 
a rating of all hospitals in classes A, B, and OC, 
grouped also according to the special class of 
patients cared for. This rating is not for pub- 
lication but will aid the Council in the prepar- 
ation of a list of hospitals which are considered 
worthy of approval. These lists are subject to 
frequent revision so that names of other hos- 
pitals can be included as soon as sufficient im- 
provements are made to warrant. their being 
approved. State committees are urged, to 
promptly report to the Council any instances 
where such improvements have been made. 

The purpose of the work is to aid the hos- 
pitals in providing for their patients the best 
possible service and in no way to injure those 
which are honestly endeavoring to provide such 
service. ‘Toward this end, every possible as- 
sistance will be given to individual hospitals by 
the Council or by the local committee in estab- 
lishing such changes as will make them worthy 
of approval. 


Forty-two state committees have reported 
progress in connection with the latest survey 
and thirty-four have turned in reports regard- 
ing hospitals inspected and graded, which have 
more than half the entire bed capacity of all 
general hospitals in the country. Meanwhile, 
this work of the Council is not conflicting with, 
or duplicating the splendid work being done by 
the American College of Surgeons, the Catholic 
Hospital Association, the American Hospital 
Association or other agencies. In fact the work 
of each is evidently complementing that of the 
others. 


At the New Orleans meeting, ‘recently, the 
House of Delegates of the American Medical 
Association registered an intense interest in the 
improvement of hospital service and authorized 
the trustees to generously provide for that work. 
This work has been so intimately related to that 
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of the Council on Medical Education that the 
name of this Council was changed to the “Coun- 
cil on Medical Education and Hospitals.” 

In brief, further enlargement of hospital work 
by the American Medical Association is assured 
and in this work each state is destined to have 
an important part. ‘Toward this end each as- 
sociation is urged to make its hospital commit- 
tee permanent and to retain on it those who 
will not only be active but who can also do the 
work in the most efficient and unbiased manner. 
Hospitals, at present, form the closest link be- 
tween the medical profession and the public 
and the medical profession should do all it can 
to aid the hospitals to provide the very best 
service possible. 





WHEN IS A MORON NOT A MORON? 


During the past two years there has been a 
gradual change in public opinion as to what 
constitutes moronity. Dr. Carroll T. Jones in 
the January number of the Journal of Delin- 
quency gives a very fair and clear description 
of the present day moron. We have selected 
from th's article the following : 

The term “moron” is the name for the highest 
grade of feeble-mindedness. For years men 
who have been dealing with social problems 
have realized that it is the moron who makes 
necessary a large part of their work. Just what 
a moron is and what should be done with him 
has not been until recently a difficult question 
to answer. Any student of social psychology 
will tell you very glibly that a moron is a high- 
grade feeble-minded person with a mental age 
of eight to eleven years and that he should be 
segregated for life in an institution. This 
sounds simple indeed and if it were entirely true 
the problem would not be as complicated as it 
really is. 

The psychologists in the army, however, have 
upset us completely in our thinking and we no 
longer feel at all confident of the soundness of 
our theories as to what a moron is nor as to 
how organized society is to treat him. “When 
is a Moron not a moron?” or “When is a moron 
not feeble-minded?” In the first place army 
psychologists have determined for the first time 
in the history of mental testing intelligence 
levels of thousands of adults representing prob- 
ablv a fair sample of the general population of 
the country. The results of their tests give 
start] ng facts regarding the distribution of gen- 
eral intelligence. 


We should have from 25 per cent as the low- 
est estimate to 35 per cent. as the highest esti- 
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mated percentage of the general population 
classified as morons if we admit that our pre- 
wartime standards of classification on the basis 
of mental age are correct. This is, of course, 
absurd in view of our well known definition of 
feeble-mindedness which states that a person 
to be feeble-minded must be suffering from an 
arrest of cerebral development so great as to 
make him incapable of maintaining himself in 
society independently of external support or to 
use another common term, to be incapable of 
managing his affairs with ordinary prudence. 
It is evident at once that a great many of this 
30 per cent of men in the army were capable 
of managing their affairs with ordinary pru- 
dence and that they were maintaining them- 
selves independently of external support before 
Uncle Sam took them into the army. In other 
words, a large percentage of them were meeting 
the social criterion for normality and _ conse- 
quently could not, by the most elastic use of the 
term, be considered as feeble-minded. 

It is very plain to even the casual observer 
that a new concept of the moron must be formed 
to fit the facts set forth by our army psycholo- 
gists. Certain other facts noted by psychologists 
in the army and by other experienced examiners 
are to be taken into account in revising our 
concept of the highest grade of feeble-minded- 
ness, that is, moronity. Any experienced psy- 
cholog'cal examiner will admit readily that 
there are a great many individuals with a men- 
tal age rating of eleven years who are much 
more socially incompetent than many other in- 
dividuals with a mental age rating as low as 
nine years. In fact it will be quite as readily 
admitted that there are many individuals who 
test as high as eleven and possibly twelve years 
who cannot meet the social criterion of normal- 
ity and who must accordingly be classified as 
mentally defective, while there are also, on the 
other hand, large numbers of men who have 
mental age ratings as low as nine years and yet 
who are earning a good living, who are not de- 
pendent upon charitable organizations for help 
in any way and who are bringing up a family 
of children. This leads to the inevitable con- 
clusion that mental age rating taken alone is 
not sufficient for making a diagnosis of feeble- 
mindedness or normality in persons who test 
between eight and eleven years mentally. There 
must be something, vague as it seems to be at 
present, which is the determiner for normality 
or feeble-mindedness which cannot be expressed 
in terms of intelligence level. To what extent 
this vague something depends upon the tem- 
peramental characteristics of the individual, to 
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what extent it depends it depends upon the 
early training of the individual, to what extent 
it depends upon the social heredity of the in- 
dividual, we are not prepared to determine 
without a much more extended study of the 
whole problem. 

The fact that the diagnosis of mental defect 
depends upon factors other than those of mental 
age, forces us to emphas‘ze very much more 
strongly the social criterion as a part of our 
definition of feeble-mindedness. Our definition 
as stated by Tredgold still holds good and it 
does enable us to take acount of the facts which 
have been brought to our attention by the re- 
sults of mental testing in the army camps. If 
we realize that before we can classify a person 
as feeble-minded he must be suffering from an 
arrest of cerebral development which is roughly 
measured by a mental age rating of from eight 
to eleven years to such an extent that he cannot 
maintain himself independently of external 
support or cannot manage his affairs with or- 
dinary prudence then we must realize that our 
examination should determine in some way 
whether or not he can meet this social criterion. 

Let us again return to our first query, “When 
is a moron not a moron?” For all practical 
purposes a pre-war-time moron, or in other 
words, a person with a mental age of eight to 
eleven vears is not feeble-minded until it has 
been determined with certainty either by trial 
or by some other method that he cannot main- 
tain himself independently of external support 
or that he cannot manage his affairs with ordin- 
ary prudence. In view of this changed concept 
of the moron, the Bureau of Juvenile Research 
is diagnosing as feeble-minded only those per- 
sons who have after several trials shown that 
they cannot eain a living and that for their own 
protect on and for the protection of society they 
must have institutional care. 





JOHN STAYED: BILL WENT. 


John and Bill lived in the same town, were 
in the same classes in public and high schools 
and on graduation both went to the same college. 
“Eventually they both graduated in the same 
class from a Med cal School and were again 
fortunate in continuing their pythian relation- 
ship in securing interneships in the same hos- 
pital. Both eventually located in the same city 
but not near enough to have their offices in the 
same local ty. For seven years they industrious- 
ly devoted their time and efforts to build up 
their practices. One assisted the other when 
a case demanded and both frequently attended 
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in each other’s company their medical meetings, 
the theater, dinners and other social functions. 

As time went on they prospered and with 
increasing pract ce they eventually paid their 
indebtedness for education, interneship, office 
ejuipment, automobiles and those other finan- 
cial obligations that press heavily the first years 
of practice. They were held in high esteem by 
their patients and were spoken of as the coming 
leaders of their profession in that city. 

Frequently, in the years that passed, in their 
meditation and communing hours they spoke of 
prospective homes, home life and comforts. They 
even confessed their admiration for and the 
personal attainments of a certain two members 
of the opposite sex. And then— 


The United States declared war upon the 
Hun. The call for medical officers was issued 
and repeated with increased urgency on two 
subsequent occasions. Bill went: John staved. 

Their paths now diverged, the first in ten 
years. Bill after two months in a Base Hos- 
pital was assigned to an Evacuation Unit and 
sa led for France. There followed the long 
hours of duty after the big drives, mud, rain, 
cold, coarse food—no need to enumerate the 
personal discomforts that were experienced dur- 
ing the fourteen months in France. Bill went 
as a captain and remained a captain due to the 
orders of G. H. Q. The two hundred and 
twenty dollars per month created but a small 
reserve allowance when allotment, insurance, 
mess bill, etc., were paid, let alone the seven 
hundred dollars invested in military uniforms 
and equipment. Still Bill did not complain 
for the inspiration was his that he was doing his 
patriotic duty and was serving in bringing com-° 
fort and returning life to the Doughboy who 
too gave his all to the cause. 

But what of John? With fewer doctors at 
home greater demands were made for his ser- 
vices. The flu epidemic came on and for weeks 
he was on a continuous round of calls with but 
little rest. Then came the armistice, a fleeting 
few weeks of spasmodic patr‘otism welcoming 
those who obtained early discharge from mili- 
tary service and then the mad scramble for busi- 
ness and money. John now charged three and 
five dollars for calls, received increased office 
fees and more surgery with its financial recom- 
pense. The hospital staff was reorganized ; 
John received a staff appointment as also rev- 
enue producing industr al positions. In brief, 
he prospered by leaps and bounds. Investments 
doubled and tripled in the rising market and 
his bank account was well into the five figures. 
Spring came, Bill was still in France, for the 
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wounded and sick were not all evacuated. John, 
moved by the spring’s awakening, purchased a 
modern home and won the consent of one to 
share it with him. A wedding of some note, 
a brief honeymoon, and John returned to his 
now lucrative practice, home life and the social 
world. Bill was still wallowing in the mud 
of France at two twenty per month. 

John continued in his prosperity, refurnish- 
ing his office with new mahogany furniture, a 
private nurse and “appointments.” Whenever 
or wherever the opportunity presented John re- 
inforced the foundations of his practice and en- 
hanced his financial standing. 

Eventually Bill received his embarkation or- 
ders. There followed the uncomfortable rail- 
way journey to embarkation camp, ten days in 
that so-called “rest camp” before his name ap- 
peared on the sailing list. At last aboard ship, 
sailing out of harbor New York bound, Bill is 
leaning over the stern rail and finally when 
the shore line grew dim on the horizon, he 


roused himself and, with a heavy sigh, spoke: 


“So that was France.” 


There followed thirteen days of water, water, 
water. At last land Ho, and New York’s shore- 
line clears in the distance, the sky scrapers 
loom up, the Mayor’s Boat and Band steam up 
in welcome—yes it’s a tear Bill brushes from 
his eye, for though it is June, the armistice 
eight months old, this is God’s country and Bill 
is about to step on his homeland shore. Down 
on to the dock, down the river on a ferry and 
out to Camp Mills. Yes, New York was so 
accustomed to welcoming returning men, the 
uniform was still common on the street and 
they didn’t know Bill had just returned—the 
welcome was tame. 


Five days in Camp Mills, then orders, a 
thirty-six hour ride in a day coach with other 
troops and garrison rations when finally. his 
homestate camp was reached at one o’clock at 
night in a pouring rain. 

The next morning Bill was over to the “mill” 
bright and early, was run through, then to the 
personnel adjutant—-the last voucher, bonus of 
$60, questionnaire; yes, he answered, his army 
experience and life had been profitable, on the 
questionnaire to be filled. Yes, also, that he 
had unsettled claims; no, he didn’t want a re- 
serve commission, etc., This detail complied 
with he hung around until 3:00 p. m. for official 
orders, got his, his white discharge paper, a 
quick run to the Disbursing Quartermaster, 
$186.00 in bills and—Bill was no longer a sol- 
dier—jUncle Sam found he could dispense with 
his services. A taxi, barracks call, bedding and 
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hand roll and locker, a speed breaking run to 
the station and Bill was headed home(?). Yes, 
he had- wired John when he would arrive but 
John had an important dinner engagement he 
couldn’t break so no one was there to meet Bill. 

As he rode up the street he was filled with 
emotion on seeing the familiar sights—oft 
dreamed of while “over there.” To the hotel— 
the room clerk greeted him with—“Why hello 
Doc, where have you been all the while since 
November”—sure fix you up with a nice room 
but T’ll have to charge you $5.00 per now, 


-—everything’s gone up. Going to start to prac- 


tice again?” Bill goes to his room washes up 
and picking up a phone calls John’s house. Yes, 
John comes to the phone from his formal party 
dinner table—Oh, hello, Bill, so you got in all 
right. Sorry I was tied up and couldn’t meet 
you. I don’t see how I can get away now— 
wife’s repaying some of her social debts so 
we’ve got a party on and of course I am due to 
remain here. What? Oh, yes, that trunk with 
your clothes that you left with me, why it’s up 
in my garage. Why, yes, send out a drayman 
and J’ll tell my man to give it to the transfer 
man you send. Well, so long, see you tomor- 
row, for a moment, because I am beastly busy. 

Bill gets his trunk; off comes “putts,” 0. D., 
flannel shirt and thanks to the ward-robe trunk 
Bill puts on a presentable suit of civies—well 
he is now really out of the army. 


The next day or two Bill is about meeting 
former acquaintances. Invariably he is greeted 
“Why hello Doc, back are you? Had a great 
experience I’ll bet.” and on they would go, im- 
bued with some mad spirit of rush—“to get 
while the getting’s good.” As a final thrust 
Bill meets a former intimate friend—Hello, 
Bill, where have you been all the while? War, 
Hell, war’s been over eight months, what you 
been doing, joy-hopping around France?”— 
That’s the last straw—with $140 in his pocket, 
his sole capital, Bill perceives it'is up to him to 
get back to practice. 


But—the old office is rented—“Sorry we 
tried to hold it for you, Doc, but you stayed 
away so long, offices were in great demand so 
we got an offer at double the rent you used to 
pay and we gave a lease. No, we haven’t an- 
other suite in the building vacant.” 


In his quest for offices the next two days 
Bill learns that every desirable office suite is 
leased, and a number of new doctors have locat- 
ed in his old vicinity—men who came to. the 
city from smaller towns ‘and feathered them- 
selves in while the other fellow was in service. 
Desperate, Bill finally finds three rooms over 
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a millinery store on a side street. He gets his 
furniture out, of storage, settles as best he can. 


No, he can’t even get his old telephone number. 


back —that has been given to one of the “Docs” 
who moved into the neighborhood soon after 
Bill left. Bill digs up his old ledger and sends 
out cards announcing his return from military 
service and resumption of practice—and waits. 
And Bill waited. 


No need to describe the three or four months 
of wearisome, discouraging days of enforced 
idleness with each day bringing to light some 
new illustration of how well his practice was 
cared for while he was in service—so well in 
fact that the “care-takers” were too busy caring 
for it that their time for welcoming Bill was 
nil, 


No need either to recite the depression Bill 
felt after the strenuous days of military life 
in, the “let-down” of resuming practice. We 
can pronounce little censure if he did cuss some, 
if an inner bitterness developed and the wish 
almost became a reality to return to an army 
life and work. | 


A year passed, true Bill has become somewhat 
more re-established, he is fairly busy and the 
prospects are good that he ‘will justify the 
prophesy of a successful career. However, no 
amount of prosperity or activity will wipe out 
the rancor that lies deep within him and the re- 
sentment that he is so greatly conscious of on 
account of the treatment that was accorded to 
him. Especially is this true because today he 
still feels he has been the victim of the avarice- 
ness, jealously and unpatriotic travesty of his 
colleagues. A feeling, a rancor that at times 
makes him so bitter as to wish to disclaim all 
relationship to his professional brothers and 
rise up in open revolt. 


Such is Bill’s state of mind. We as his as- 
sociates do not recognize it, neither do we ad- 


vance to ascertain what it is that has changed 
Bill. 


There are a good many in Michigan who 
have had Bill’s experience. We have but hur- 
riedly sketched his return and resuming prac- 
tice encounters. Our purpose is to arouse the 
doctors, in every community that has a “Bill” 
to stop today, call on Bill, sincerely demonstrate 
that you are not patronizing him but are honest- 
ly in earnest to assist him in solving his prob- 
lems, aid him in his work and restore to him his 
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confidence in his fellow workers. Do it for 
Bill—will you? 

Editor's Comment: The above contribution 
is given space because we believe -the writer 
describes a state of mind, a_ series of experi- 
ences and an organized profession’s neglect and 
forgetfulness of those of our number who made 
the personal and financial sacrifice called for 
by their military service. Those who went did 
not all encounter or pass through Bill’s experi- 
ence—still there are some who did. It is for 
these that we urge that as fellows we now make 
good our promises and help the Bills who may 
be among us in various parts of the state. 


Editor.. 
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And right in the down town streets of Chicago 
we see in drug and department store windows— 
“Spring Tonic—78 cents.” People still fall for 
that line of dope. But réally we supposed Chi- 
cago had been educated. 





With the A. M. A. having gone on record as 
definitely opposed to Compulsory Health Insur- 
ance, with the discussion and action taken at our 
Kalamazoo meeting there exists no excuse for 
any of our members not being informed upon 
the subject. Now, having that information get 
in touch with your senators and representatives, 
enlighten them and secure their support in op- 
posing any attempt to introduce any such bill 
in our legislature this winter. It is imperative 
that this campaign be undertaken and the co- 
operation of your representatives in our State 
Legislature obtained now. 





The complete minutes and transactions of our 
annual meeting in Kalamazoo will be published 
in our July issue. It was inadvisable to hold 
our June issue to include the report in that num- 
ber. 





It will be of interest to physicians, druggists 
and others, to know what has been accomplished 
by the Michigan Department of Health in obtain- 
ing co-operation of druggists in conducting a 
Venereal Disease campaign. 

The Venereal Disease Law, as passed by the 
Michigan Legislature of 1919, required, briefly-— 
druggists to report Venereal Disease prescrip- 
tions when marked as such, to the Michigan De- 
partment of Health and also to discontinue dis- 
pensing medicine to Venereal Disease patients. 

The following is a brief report of the work 
during the first six months: — 
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Druggists reporting prescriptions  -------- 1100 highest results or greatest ends until they take 
Physicians writing prescriptions ~_-------- 1224 the profession into their confidence, discuss their 
Estimated number of druggists in the state 1721 plans with them and secure wide-spread co- 
Percentage of druggists reporting -------- 63.91 operation. Upon several occasions we have in- 
Total number of prescriptions reported ~--_14823 vited them to utilize The Journal for the purpose 
Number of Venereal Disease cases report- of reaching the profession. Our invitation has 
od. Oe: Sepeiees oS eo 10055 not been accepted—we wonder why? 


Remarks: It is interesting to note that during 
this short period nearly 64% of the druggists 
have reported. It will also be noted that out of 
the 1,100 druggists, there were 1,224 physicians 
writing prescriptions, which in all probability 
indicates that each physician has his favorite 
drug store to which he refers his patients. Fur- 
ther, it also indicates that the number or phiy- 
sicians doing Venereal Disease work is not as 
large as would be expected. It is well known 
in this state that Venereal Disease patients are 
usually referred by their attending physician to 
a physician doing special work, which helps to 
account for the above figures. There were ap- 
proximately one and a half prescriptions written 
by each physician for every case of Venereal 
Disease reported during the six months. 








Signed. R. M. Olin, Commissioner, 
Michigan Department of Health. 
June, summer, vacation time. Surely most 


welcome after the severe winter and late spring. 
Yes, we trust everyone of our readers will avail 
himself of two to four weeks’ rest and outing. 
Get out and away from your home for play. 
You will find on your return that you have a 
new hold, received inspiration and—oh well, life 
and work will be more worth while. 


Last month we published a contributed edi- 
torial on the need of civic organized health cen- 
ter administration bureau. We believe the sub- 
ject of sufficient importance to merit a broad 
discussion directed toward a reform in our pres- 
ent methods. We invite a full expression of 
opinions and constructive criticism. As pro- 
fessional men we must interest ourselves in in- 
creasing degree in solving these problems. It’s 
past time that we stepped down from the gallery 
of passive observation and become active actors 
in the arena. 








The efforts of those of the profession who are 
in touch with the political leaders of the two 
principle parties bid fair to have a plank inserted 
in their national platforms favoring and declaring 
for a department of public health with a presi- 
dent’s cabinet officer at the head. As a profes- 
sion we should singly and collectively voice our 
approval and record our requests for the con- 
summation of this so necessary public office and 
department. We in Michigan must shoulder our 
responsibility to secure this needed cabinet offi- 
cer. To that end do we request your co-opera- 
tion and influence. 





The State Commission of Public Health and 
the State Director of Public Health are perform- 
ing creditable service. They are bringing about 
better health and sanitary conditions in Michigan. 
Their work is effective and results thus far are 
splendid. However, they will never attain the 





The demand for trained nurses is far in excess 
of the number available. With the demand there 
has come, like in all other things, a higher charge 
for nursing service. A trained nurse now re- 
ceives from $35 to $50 per week. As a result 
the sick who require trained nursing care are 
unable to pay, in many instances, this weekly 
fee, and thus are compelled to enter hospitals. 
There has then followed an overcrowding of our 
hospitals so that it is becoming more difficult 
to secure hospitalization of patients. 

The wages paid in office and industries have 
increased to such an extent that young women 
today select these positions in preference to a 
nursing career. Consequently the applicants to 
hospital training schools are small in number. 
As a result our hospitals, with the increased de- 
mands made upon them, are hard pressed be- 
cause of their inability to secure pupil nurses. 


The condition is a grave one throughout the 
country and affects our large and smaller hos- 
pitals alike. It is a state of affairs in which the 
profession is deeply concerned and which the 
profession must aid in solving. Every doctor 
should subscribe his support and aid in securing 
a sufficient number of applicants for training 
school classes. 


. Among your patients, somewhere in your com- 
munity you will find two or three young women 
who could become excellent and efficient nurses. 
A talk with them, even if it takes some of your 
time, the setting forth of the need for nurses, 
the features of a nursing career, the life long 
value of the training given and how they would 
make desirable candidates. Urge upon them 
to take the training course and give them a let- 
ter of introduction to your nearest hospital in 
order that the hospital authorities may have the 
opportunity of talking with them. What is need- 
ed is candidates and you, doctor, can materially 
aid in securing them. 


We are calling for your assistance and urge 
that you respond to the extent of securing the 
interest of at least two young women in your 
vicinity and encourage them to take training in 
some one of our Michigan hospitals. 





Deaths 


Doctor Arthur Emery Greene died at his home 
in Lansing April 17 at the age of forty-four fol- 
lowing a brief illness with inflammatory rheuma- 
tism and heart trouble. 

Doctor Greene was a graduate of the Univer- 
sity of Michigan of the class of 1902 after having 
taken a preparatory course at Olivet. He prac- 


ticed in Leslie for a number of years, was city 
physician in Jackson for one year, and had prac- 
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ticed in Lansing nearly a year where he devoted 
his entire time to pediatrics. 

Doctor Greene is survived by the widow, two 
sons, one daughter, one sister and six brothers. 





Doctor W. T. Lungerhausen, prominent Mt. 
Clemens physician, died Monday morning, May 
3, following a stroke of apoplexy Sunday evening. 

Doctor Lungerhausen was born in Mt. Clemens 
in 1877, and was a graduate of the University of 
Michigan. Surviving are the +widow, two sons, 
the father, two brothers and one sister. 





Doctor William C. Bell, assistant surgeon of 
the Detroit police department since September, 
1917, died of pneumonia May 19, 1920. Doctor 
Bell was born in Detroit, April 28, 1886, and spent 
his entire life in that city. In 1911 he graduated 
from the Detroit Homeopathic College. Since 
that time he has maintained a private practice 
in addition to his duties with the police depart- 
ment. His widow, Mrs. Winifred Bell, and two 
sons survive him. 


\ 
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Well established practice, 12 miles from Flint, 
Mich., on Dixie Highway. Steam and electric 
railway, good schools and churches; roads gravel 
or cement, thorough introduction. Can turn over 
several old line insurance appointments. Com- 
petition small, consisting of one man, located only 
one week. Village 2500, very good farming coun- 
try. Leaving on account of poor health. Ad- 
dress care Journal for full particulars. 


General practice and drugs, unopposed village 
practice and only one drug store, rich farming 
community, good schools, roads, and churches. 
Collections in 1919 over $9,000.00 Monroe 
County, Edison lights, Rexal Agency. Contents 
of drug store for sale. Care Journal. 


Fifty-four employes of Oak Grove sanitarium 
received an unexpected windfall last evening when 
at the instance of Dr. C. B. Burr, they were called 
together in Noyes hall, one of the auditoriums 
at the institution, and were given extra compen- 
sation in amounts ranging from $160 to $4,800 
each, in recognition of meritorious service. The 
amount distributed was $60,000, and an additional 
$10,000 was apportioned among the members of 
the medical staff of the institution. 

The plan for the distribution of a share of the 
profits of the Oak Grove corporation, on the eve 
of its dissolution, was worked out by Dr. Burr, 
president of the corporation and superintendent 
of the institution, and it had previously received 
the expressed approval of the holders of 93 per 
cent. of the stock, and the tacit consent of the 
other stockholders. The apportionment was made 
on the basis purely of years of service at the in- 
stitution, the $4,800 allotment going to an employe 
who had been with Oak Grove for the last 30 
years. 


Following the purchase of the property of the 
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Sanitarium by the city for a high school site, it 
was determined by the corporation to liquidate 
its assets and go out of business. For a time it 
was hoped that the business of the institution 
might be continued by a new corporation which 
planned to purchase the old Flint Country Club 
property in Atlas for the purpose, but this plan 
it is understood, has been abandoned. So, within 
the next few weeks, the last of the patients will 
leave Oak Grove and the sanitarium will cease 
to exist. Work on the new high school at Oak 
Grove will begin this week, in the hope that the 
school may be ready for occupancy a year from 
next September. 

The affair at Noyes hall last night was unique 
in many particulars. Employes of the institution 
did not know for what reason they were called 
together until Dr. Burr addressed them. He ex- 
pressed his own regret and that of the directors 
over the circumstances which made advisable the 
closing of the institution and as a result the sev- 
erance of relations between employers and em- 
ployes. He told of the earnest cooperation that 
the institution had enjoyed from its employes 
and pointed out the part that their faithful work 
had played in the success of the sanitarium. In 
recognition of this, he said, the officers and direc- 
tors and stockholders-at-large felt that the em- 
ployes were entitled to a share in the distribu- 
tion of the corporation’s profits and that it was 
the consensus of opinion among the stockholders 
that they should be rewarded accordingly. Em- 
phasizing this point, he referred to the fact that 
if all of the employes had worked indifferently, 
giving merely value received for their wages, the 
institution would have been less successful. 


Here, he said, was an exemplification of the 
truth which should be obvious to everyone, that 
no one should live to himself alone, that the in- 
dividual weal and the common weal are identical, 
that all we have is owing to society, that class 
action and individual greed are unprofitable, and 
that there is nothing in the world commercially, 
to say nothing of sentimentally, worth while ex- 
cept reciprocity and the square deal. 


Dr. Burr announced then the plan for the dis- 
tribution of the $60,000, which was based ex- 
clusively on length of service. In spite of the 
fact that it all came as a complete surprise to 
them, a number of the employes responded feel- 
ingly, expressing their gratitude for the consider- 
ation given them and their own regret over the 
breaking up of the Oak Grove organization. 


In making the distribution it was brought out 
that one employe had been with the institution 
for 30 years, two for 28 years, one for 26 years, 
two for 21 years, one for 20 years, two for 18 
years, one for 16 years, one for 15 years, one for 
13 years, one for 10 years, one for 9 years, one 
for 8 years, two for 7 years, two for 6 years, one 
for 5 years and 33 for less than 5 years. 


Those of the employes receiving $1,000 and up- 
wards were given $1,000 high school bonds of 
which 43 were distributed from the $650,000 in 
bonds accepted by the corporation from the board 
of education in payment for the Oak Grove prop- 
erty. These bonds, accepted at par, and $100,000 
in cash made up the price of the property, for 
which the money was voted by the taxpayers of 
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the union school district comprising the city of 
Flint. 

In instances where the bonds did not pay the 
full amount of the apportionment, and where the 
amount apportioned was less than $1,000, the em- 
ployes were given cash orders, payable on or be- 
fore June 15. The form of these orders was as 
follows: 

“Due to -—-—from the Ship at the option of 
the Purser on or before June 15, 1920, the sum of 
— in cash or its equivalent. 

“This memorandum must be preserved and re- 
turned when requested by the Purser.” 

A number of the officers and directors of the 
corporation were present at the function. 





Detroit’s venereal clinic is the largest of its 
kind in the United States. 

Maj. Lee Alexander Stone, M.D., regional con- 
sultant of the United States Public Health Serv- 
ice, and Supervisor of Social Hygiene work in 
Michigan, Wisconsin, Illinois and Indiana, after 
completing a survey in Detroit, was so enthus- 
iastic over the fine results being accomplished 
through the Department of Health venereal clinic, 
that he announced his intention to recommend 
the use of the Detroit clinic as a model for the 
establishment of similar clinics in other cities 
throughout the United States. 








The annual clinic of the alumni of the Detroit 
College of Medicine and Surgery will be held in 
Detroit, June 14 to 18 inclusive. Daily Clinics 
will be held from 9 to 1 and from 2 to 5 at Har- 
per, Grace, St. Mary’s, Providence, Children’s and 
Herman Kiefer Hospitals. Besides the leading 
specialists of Detroit, several prominent out-of- 
town men will be present, including such as Dr. 
Howard Lilienthal, of New York City, Dr. Emil 
Goetsch, of Baltimore, and Dr. James B. Her- 
rick, of Chicago. All physicians of the state are 
cordially invited to attend these clinics. 








Don M. Griswold, M.D., M. P. H., has resigned 
as director of Medical Service, Department of 
Health, to accept the chair of Public Health and 
Hygiene at the Iowa State University. 

Dr. Griswold entered the service of this de- 
partment in 1913. He was the first resident phy- 
sician at the Herman Kiefer Hospital, and later 
was Director of Laboratories for the Department 
of Health. In 1915 he accepted a call from the 
Rockefeller Foundation, spending two and one- 
half years studying tropical contagious diseases 
in South America and the West Indies, also ty- 
phoid and malaria in the Southern states. In the 
course of this work Dr. Griswold collected 3,000 
photographs of interesting cases. 

During his service with the army Dr. Griswold 
was hospital epidemiologist at Camp Taylor. 
Later he was promoted to assistant division sur- 
geon of the 97th Division. Dr. Griswold re- 
turned from army service to become Director of 
Medical Service in the Department of Health. 

Dr. Griswold carries with him the best wishes 
for. his future success from a host of friends in 
the department, as well as in local professional 
and educational circles. 


An attorney wrote a gentleman recently, urg- 
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ing him to pay an account that was long past 
due and that had been placed in the attorney’s 
hands for collection. Following is the text of the 
reply received by the local lawyer: 

“For the following reasons I am unable to 
send you the check you have asked for: 

“ T have been held up, held down, sandbagged, 
walked on, flattened out and squeezed; first by 
the government for federal war tax and excess 
profits tax, liberty loan bonds, thrift stamps, 
capital stock tax, merchant’s license, merchant’s 
bond, auto tax, and by every society and organ- 
ization that the mind of man can invent, to ex- 
tract what I may or may not possess; from the 
Society of St. John the Baptist, the G. A. R., the 
Woman’s Relief, the Navy League, the Red Cross, 
the Double Cross, the Children’s home, the Dor- 
cas society, the Y. M. C. A., the Y. W. C. A,, the 
Boy Scouts, the Jewish Relief, and every hospital 
and church in town. : 

“The government has so governed my busi- 
ness that I don’t know who owns it. I am in- 
spected, suspected, examined, re-examined, in- 
formed, misinformed, required and commanded, 
so I don’t know who I am, where I am, or why 
Iam. All I know is, that I am supposed to be 
an inexhaustible supply of money for every 
known need, desire or hope of the human race; 
and because I will not sell all I have, and go out 
and beg, borrow or steal money to give away, I 
have been cussed, boycotted, talked to, talked 
about, lied to, lied about, held up, robbed and 
nearly ruined. The only reason I am clinging to 
life is the insane desire to see what in h—1 is 
coming next.” 


At a meeting of the members of the Antrim, 
Charlevoix and Emmet County Medical Society, 
the Tri-County Medical Society of the Cadillac 
Region, and the Grand-Traverse and Leelanau 
County Medical Society at Charlevoix, the North- 
western Michigan Clinical Society was organized. 

Dr. Armstreng, of Charlevoix, was elected 
president; Dr. Fralick, of Maple City, vice-presi- 
dent, and Dr. B. H. Van Leuven, of Petoskey, 
secretary and treasurer. 

The object of this society is to promote a closer 
harmony among the medical profession of the 
northern part of the state, and make use of the 
available clinical material. The society will work 
in conjunction of the extension school of the 
University of Michigan medical department. 


Doctor W. G. Hutchinson of Detroit was elect- 
ed Third Vice-President of the Michigan Mutual 
Life Insurance Company, June 19, 1920. Doctor 
Hutchinson graduated from the Detroit College 
of Medicine in 1897. For many years he was on 
the attending staff of the Children’s Free Hos- 
pital of Detroit and a teacher in the Detroit Col- 
lege of Medicine. Some years ago Doctor 
Hutchinson became Medical Director of the 
Michigan Mutual Insurance Company. 








Dr. Guy L. Kiefer, of Detroit, has been appoint- 
ed Medical Director of the Michigan State Tele- 
phone Company. He succeeds Doctor R. B. 
Doctor Kiefer assumes these new duties 
It is hardly necessary to mention 


Hasner. 
June 1, 1920. 
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the various honors which have come to Dr. Kiefer. 
He has been president of both the Wayne Co. 
Medical Society and the Mich. State Med. So. 
For six years he was Wayne Co. Physician and 
for twelve years he was Health Officer of De- 
troit. He is Professor of Preventive Medicine 
and Public Health in the Detroit College of 
Medicine and Surgery. At present he is Presi- 
dent of the State Board of Health and member 
of the Council of Michigan State Medical Society. 





The Wayne County Medical Society elected the 
following officers on May 17, 1920: 

President-—Harold Wilson. 

Vice-President—C. D. Brooks. 

Secretary—J. H. Dempster. 

Trustee—George E. McKean. 


Dr. Louis J. Hirschman of Detroit was elected 
chairman of the section on gastro-enterology and 
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proctology at the New Orleans meeting of the 
A. M. A. 





Dr. H. H. Hammel of Tecumseh has been ap- 
pointed health officer of that township. 





Seventy-seven Michigan members attended the 
New Orleans meeting of the A. M. A. 


Dr. Harold Williams Wiley has located in 


Grand Rapids and will limit his practice to ob- 
stetrics. 








The Michigan Trudeau Society held its spring 
meeting in Ann Arbor May 24. A splendid pro- 
gram of papers was presented. 





Dr. E. K. Cullen and Miss Charlotte M. Mack- 
lem, of Detroit, were married April 28. 
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It is the Editor's desire to have this department of the Journal contain the report of every meeting 


that is held by a Local Society. 


Secretaries are urged 


to-send in these reports promptly 


DICKENSON-IRON COUNTY 


The first meeting of the year was held at 
Crystal Falls, May 12 with 'Dr. W. J. Anderson 
in the chair. 

The matter of Compulsory Health Insurance 
was taken up and the society was unanimous in 
its verdict against it. Further, the delegate to 
the state meeting was instructed to do all in his 
power against the measure. 

An outline of a programme was made up and 
the first Wednesday of each month was selected 
for the regular monthly meeting. There will be 
one or more papers read at each meeting and 
following each some social affair will be arranged. 

The next regular meeting will be held in Flor- 
ence, on June 2, at which time Dr. C. F. Larson, 
of Crystal Falls will present a paper. 


A campaign for new members is now on, also 
to get any delinquents back in the fold again. 


L. E. Bovik, M.D., Secretary. 


OTTAWA COUNTY. 


The Ottawa County Society monthly meetings 
continue to be interesting and enthusiastic. The 
noonday luncheon feature has served to produce 
an esprit de corps, which adds much to the pleas- 
ure as well as the profits of the meetings. 

The time at the April meeting was taken up 
by a discussion of the Compulsory Health Insur- 
ance question. The whole matter was thorough- 
ly and freely debated from every angle, with the 
result that everyone present went away with his 
mind thoroughly clarified on the question. A 
resolution was adopted instructing our delegates 
to oppose the proposed legislation as presented 


in the measures emanating from the American 
Association for Labor Legislation. 


We are happy to report that one of our vet- 
eran members, well-known because of his past 
interest in the county and state society activities, 
Dr. D. G. Cook, who has been laid up since last 
Christmas with an attack of meningitis lethargica, 
is making a good recovery, and will apparently 
be able again to take his place in the society be- 
fore long. 

A. Leenhouts, Secretary. 





Book ‘Reviews 


HANDBOOK OF DISBHASES OF THE RECTUM. 
Louis J. Hirschman, M.D., F.A.C.S., Third Edition. 
Price $5.00. C. V. Mosby Co., St. Louis, Mo. 


Revised and thoroughly abreast of present day 
knowledge and progress, Dr. Hirschman has 
again made available a very useful and valuable 
text for the general practioner. 


Well illustrated, clear in discussion, practical 
in application and definite in treatment the work 
is of unusual merit and will be found of distinct 
aid to every student and doctor. 


We have a high regard for it and commend it 
unhesitatingly to every reader. Personally we 
would not be without it. 


SURGICAL SHOCK AND THE SHOCKLESS OPER- 
ATION THROUGH ANOCI-ASSOCIATION. By 
George W. Crile, M.D., Professor of Surgery, School 
of Medicine, Western Reserve University, Cleve- 
land; and Willam E. Lower, M.D., Associate Pro- 
fessor of Genito-Urinary Surgery School of Med- 
icine, Western Reserve University, Cleveland. Sec- 
ond Edition of ‘‘Anoci-Association’’ Thoroughly 
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Revised and Rewritten. Octavo of 272 pages with 
75 illustrations. Philadelphia and London: W. B. 
Saunders Company, 1920. Cloth, $5.00 net. 


This volume imparts the theory and conclu- 
sions of the author’s extended experiments and 
observations on shock. In addition there is 
discussed the theory and principles of auoci-as- 
sociation and the technic of nerve blocking. 

It is a most valuable scientific contribution, 
meriting our sincere commendation and admira- 
tion. It is an epoch making work. 





DISEASES OF THE CHEST AND THE PRINCIPLES 
OF PHYSICAL DIAGNOSIS. By George W. Norris, 
M.D., Assistant Professor of Medicine in the Uni- 
versity of Pennsylvania, and Henry R. M. Landis, 
M.D., Assistant Professor of Medicine in the Uni- 
versity of Pennscylvania, with a chapter on Elec- 
trocardiograph in Heart Disease, by Edward 
Krumbhaar, Ph.D., M.D., Assistant Professor of 
Research Medicine in the University of Pennsyl- 
vania. Second Edition, Thoroughly Revised. Oc- 
tavo Volume of 844 pages with 433 illustrations. 
Philadelphia and London: W. B. Saunders Com- 
pany, 1920. Cloth $8.00 net. 


The authors’ first object was to write a prac- 
tical book upon the subject; in this they have suc- 
ceeded. Of especial interest is the discussion 
of diagnostic acoustics and the information giv- 
en is just what many have been looking for and 
found wanting in other texts. The work is en- 
hanced by the splendid illustrations that enrich 
the text and add to the instructive value of the 
volume. 

We are certain that this work should be in- 
cluded in every physician’s library because it 
cannot help but serve as a most practical aid in 
the diagnosis and treatment of diseases of the 
chest and heart. We recommend it most heartily 
and congratulate the authors for having made 
available so instructive a text. 


ORTHOPEDIC AND RECONSTRUCTION SURGERY, 
INDUSTRIAL AND CIVILIAN. By Fred H. Albee, 
M.D., .F.A.C.S., Professor and Director of Depart- 
ment of Orthopedic Surgery at the New York Post- 
Graduate Medical School and at the University of 
Vermont. Octavo volume of 1138 pages with 804 
illustrations. Philadelphia and London: B. 
Saunders Company, 1919. Cloth $11.00 net. 


Time has demonstrated that orthopedic sur- 
gery can accomplish much in the correction of 
congenital deformities. As time passed these 
corrective proceedures passed the boundaries of 
congenital deformities and entered into a broad- 
er field of reconstructive surgery for all anato- 
mical deformities, congenital or traumatic. The 
war caused a greater impetus and with the large 
number of cases, the results attained and methods 
employed we now have established definite prin- 
ciples and practices. 

The author, recognized for his ability, here 
presents us with a broad discussion of the subject. 
It is indeed a most worthy text that is bound te 
receive a cordial reception. It is the foundation 
reference essential to every surgeon who under- 
takes reconstructive surgery proceedures. 








Miscellany 


WHEN IS A MORON NOT A MORON? 


For all practical purposes a pre-war time moron 
or in other words a person with a mental age of 
eight to eleven years is not feeble-minded until 
it has been determined with certainty either by 
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trial or by some other method that he can not 
maintain himself independently of external sup- 
port or that he can not manage his affairs with 
ordinary prudence. In view of this changed con- 
cept of the moron, the Ohio State Bureau of 
Juvenile Research (Columbus) is diagnosing as 
feeble-minded only those persons who have after 
several trials shown that they can not earn a 
living and that for their own protection and for 
the protection of society they must have institu- 
tional care. (Jour. of Delinquency, Jan. 1920, 
C. T. Jones.) 


YELLOW FEVER. 

Summary— 

1. Clinically yellow fever is similar to infec- 
tious jaundice. The differences existing between 
the two diseases appear to be chiefly those of 
degree. There is more marked jaundice and less 
hemorrhage in yellow fever than in infectious 
jaundice. 


2. Although hemorrhage is a usual occurrence 


in all severe cases, yellow fever is not a true 
hemorrhagic disease. The hemorrhage apparent- 
ly follows necrosis of parachymatous tissues and 
endothelial cells. 

3. The jaundice of yellow fever appears to be 
of a non-toxic dissociated hepatic type. 

4. Death appears to be due to uremia. It is 
usually preceded by anuria. There is an intense 
degeneration of the epithelium of the convoluted 
tubules. The glomerali and collecting tubes re- 
main relatively free from degeneration. 

5. Convalescence in all patients who survive 
is prompt. The complete restitution of all or- 
gans to normal is remarkable. (Arch. of Int. 
Med. Feb. 1920, Chas. Elliott.) 


COLLOIDAL GOLD REACTION. 


Summary— 

1. Colloidal gold test is the most delicate of 
the routine spinal fluid reactions. 

2. It does not replace any other test but is 
of independent value. 

3. It is of special importance in the early diag- 
nosis of neurosyphilis. 

4. Patients with no involvement of the nervous 
system or who are non syphilitic give no collodial 
gold reaction. 

5. A curve in zone ul with a negative or 
faintly positive globulin test is strongly sugges- 
tive of a cord or brain tumor or myelitis. 

6. Curves in zones 1 and 1 may be found 
in non syphilitic conditions such as multiple 
sclerosis and brain abscess. 

7. A cell count above 5 is pathogenic but the 
cell count is of no value indicating duration or 
severity of the process or improvement. 

8. This reaction should be included in every 
spinal analysis and neurologic examination as 
well as in all cases of general syphilis. (Arch. 


of Int. Med. Feb. 1920, Warwick and Nixon.) 





